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DEVICES FOR THE PROTECTION 
INJURY AND DISEASE* 


BY 


AGAINST 


OF THE WORKER 


DONALD HUNTER, M.D., F.R.C.P. 
Physician to the London Hospital 


PART I 


Because the industrial revolution began in England it came 
about that Great Britain led the world in legislation to 
protect the factory worker against accident and disease. 
Ernestine Henry showed great interest in the work of the 
Factory Department of the Home Office, and this led to 
the endowment of a lectureship in her honour. She was 
4 gracious and gifted lady anxious always that academic 
work in occupational medicine should receive encourage- 
ment and support. I am proud not only that I was 
privileged to know her but also that this College should 
honour me by asking me to give the first of the lectures 
in her name. 

For greater convenience I have divided what I have to 
say into eleven sections, but these are arbitrary and some- 
what artificial. I have made some attempt to throw the 
subject into historical perspective, for this serves to empha- 
size the achievement of both pure and applied science in 
the cause of the health of the worker. 


1. Protection of the Workman by Law 


In Great Britain 36 diseases, besides pneumoconiosis due 
to employment in a great variety of occupations and 
byssinosis in certain occupations in the cotton industry, 
are known as prescribed diseases under the National Insur- 
ance (Industrial Injuries) Act, 1946, whicM replaced the 
Workmen’s Compensation Acts. A workman suffering 
from any of these conditions is entitled to benefit accord- 
ing to the provisions of that Act. From 1878 until 1940 
provisions for the control of dangerous trades were made 
by the Home Office, and subsequently by the Ministry of 
Labour and National Service. Early knowledge of certain 
industrial diseases was obtained by placing an obligation on 
the medical practitioner to notify the Chief Inspector of 
Factories, and on the employer to notify both the district 
inspector of factories and certifying surgeon (now the 
appointed factory doctor). Since 1896, 14 diseases have 
been made notifiable: 

Lead poisoning 

Phosphorus poisoning 
Manganese poisoning 
Arsenical poisoning 
Mercurial poisoning 

Carbon bisulphide poisoning 
Aniline poisoning 


Chronic benzene poisoning 

Compressed-air illness 

Anthrax 

Toxic jaundice 

Toxic anaemia 

Epitheliomatous ulceration or 
Chrome ulceration 





*Ernestine Henry Lecture delivered before the Royal College of 
Physicians of London on November 15, 1949. 





The aims of the Factories Act and of the Workmen’s 
Compensation Acts, or the National Insurance (Industrial 
Injuries) Act, 1946, are, of course, quite different. The 
former is concerned with the prevention and control of 
occupational accidents and diseases, and the latter with those 
workers affected by occupational accidents or prescribed 
diseases. Notification is an important ancillary in the pre- 
vention and control of occupational accidents and of cer- 
tain occupational diseases. Thus we find that the list of 
diseases prescribed under the Industrial Injuries Act is 
longer than that of the diseases required to be notified 
under the Factories Act, and in some cases they are 
described differently. 

Before 1880 a workman could claim compensation for 
an injury sustained at his work only at common law, and 
it was necessary for him to prove negligence on the part 
of his employer. The Workmen’s Compensation Act, 1897, 
provided for compensation of workmen for accidents 
resulting in loss of earning capacity without any impli- 
cation of negligence, and in the Workmen’s Compensation 
Act of 1906 certain diseases presumed to be due to the 
man’s occupation were included as subject to compensation 
for the first time. The National Insurance (Industrial 
Injuries) Act, 1946, replaced the Workmen’s Compensation 
Acts with a contributory scheme into which the State, the 
employers, and the workers all pay. 

The number of diseases prescribed under that Act indi- 
cates the existence of an alert social consciousness. New 
conditions are added to the list of prescribed diseases as 
evidence accumulates to suggest that they are more pre- 
valent in-certain occupations. Thus in 1949 poisoning by 
beryllium and its compounds was added to the list. An 
abnormally high incidence of carcinoma of the upper 
respiratory passages and bronchi is known to occur among 
workmen operating the plant which purifies nickel by first 
converting it to nickel carbonyl (Amor, 1939). The Minister 
of National Insurance has announced in the House of 
Commons that he has referred to the Industrial Injuries 
Advisory Council a report on cancer of the ethmoid and 
lung occurring in the extraction of nickel from its ore by 
the Mond Nickel Process. The council will decide whether 
to add certain stages in this process to the occupations 
causing epitheliomatous cancer, which is already a pre- 
scribed disease. A special committee is considering the 
question of pulmonary tuberculosis developing in nurses, 
doctors, and other workers in the health services. 
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FIVE-YEAR PERIODS 


Fic. 1.—Control of the lead hazard as a result of notification. (After 


Professor R. E. Lane, Milroy Lectures, 1947.) 


Control of the lead hazard as a result of notification is 
illustrated in Fig. 1, which shows that, despite a steady 
increase in the consumption of lead, the incidence of lead 
poisoning in Great Britain has fallen steadily throughout 
the present century. Sometimes rapid expansion occurring 
in one trade will increase the chance of a particular hazard. 
This was the case with lead poisoning in the manufacture 
of electric accumulators from 1922 to 1924. It occurred 
as a result of the increase in the manufacture of motor- 
cars and wireless apparatus. Such expansion of an industry 
makes great demands on those responsible for the preven- 
tion of disease in the factories concerned, and special 
regulations may be made to ensure added protection to 
the workman in such trades. 


2. Medical Supervision 


In Great Britain to-day there are roughly seventeen 
million workers in industry. Of these possibly seven 
millions are occupied in factories ; the remainder work in 
mines, quarries, railways, shipping, docks and construc- 
tion, as commercial and clerical workers, and in agriculture. 
There must be medical and nursing services to provide for 
all these trades and occupations, and for workers in groups 
of all sizes. Industrial medicine exists for the immediate 
treatment of accidents, for the follow-up and rehabilita- 
tion of the injured, and ‘for the prevention of ill-health 
and absenteeism, Tables I and II are intended to give 


TaBLe I.—Health Services in Factories 


Appointed factory doctors tones med 4 ne ve “* 53 


Industrial medica! officers Full-time .. + ae 5 186 


Part-time 
\. Industrial musees State-registered 


Other 

Personnel managers and welfare eerie 

Inspectors of factories j es - 
On ordinary duties .. + ‘s + cat 
Medical inspectors .. ar se ie a 14 
Electrical inspectors .. pis Ae 14 
Engineering and chemical inspectors oe 8 os 18 
Canteen advisers ; a oa 20 


Taste II.—Health Services for Coal-mines 


Medical inspectors of mines 

' Divisional medical officers 
Colliery medical officers 
Divisional nurses .. 
Inspectors of mines 
Electrical inspectors of mines 
Inspectors of horses 
Subinspectors of quarries . 


_— 


some idea of the present size of the medical and nursing 
services in the factories and coal-mines of Great Britain. 


/ 
i 


ae aa 


Pre-employment examination seeks to decide whether a | 


worker is fit for a particular job, whether he will come ) 
to harm if so employed, and whether he is likely to cause | 
The rejection of a patient because of a — 


harm to others. 


physical abnormality is not necessarily justified. Henry | 
Ford showed long ago that it is possible to employ a one- 


armed man with safety and with benefit to the employee 
and the company. The Disabled Persons (Employment) 
Act, 1944, is intended to ensure that disabled persons 
receive their fair share of jobs. In Great Britain medical 
examination of entrants into industry, required by law 
and carried out by appointed factory doctors, is limited in 
extent and applies only to young persons betwzen the ages 
of 15 and 18 years. 

A measure of protection applied in many occupations 
is the periodic medical examination of workers exposed to 
special risks. The simplest form of this is when the worker 
does a job in which he may cause danger to others—for 
example, that of railway engine driver, crane driver, lorry 
or car driver, or air pilot. The examination aims at 
detecting whether the patient is suffering from defective 
vision, night-blindness, colour-blindness, aortic regurgita- 
tion, epilepsy, neurosyphilis, or other condition which is 
likely to affect his appreciation of danger, to cloud his 
judgment, or to render him suddenly unconscious. In cer- 
tain dangerous trades periodic medical examination is made 


at weekly, fortnightly, monthly, or quarterly intervals. Such 


examinations are undertaken chiefly in the case of work 
inyolving exposure to lead, carbon bisulphide, benzene, 
and chromic acid. 

Medical examination with adequate laboratory aid should 
often detect intoxication before disability occurs. Thus 
examination of the blood for punctate basophilia is of value 
in the prophylaxis of plumbism and is indeed essential ‘f 
the occurrence of manifest plumbism is to be avoided 
(Fig. 2). ‘Similarly, in the earliest stages of poisoning by 
benzene or radioactive substances the platelet count and 
white cell count both fall. Persons exposed to dust ip 
hard-rock mining, coal-mining, the grinding trades, ip 
foundries, in sand-blasting, in the refractories and ceramics 
industries, and in handling asbéstos and beryllium com- 
pounds should be 
given facilities for 
periodic medical 
examination and for 
repeated x-ray 
examinations of the 
lungs. The works 
doctor should insist 
on teaching the 
workman to take an 
interest in protecting 
himself. He must 
never agree to any 
scheme where the 
workman is kept in 
ignorance of _ the 
poisonous nature of 
substances handled. 
In certain very 


dangerous occupa- 
tions it will be 
his task tactfully Fic. 2.—Supervision of lead workefs 





Erythrocytes showing punctate basophili# 
as seen dark-ground _ illuminatio# 
(After Professor R. E. Milra 
Lectures, 1947.) 


to caution the care- 
less and the over- 
zealous. ’ 
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In‘ cases of poisoning by 
a noxious gas or of electric 
shock it occurs only excep- 
tionally that the doctor is on 
the spot or close at hand to 
take immediate charge. To 
be effective, first aid and re- 
suscitation by artificial respi- 
ration and inhalation - must 
therefore be carried out by 
the fellow workman who first 
reaches the victim. It follows 
that medical officers to mines, 
iron works, steel works, gas 
works, dye works, and chemi- 
cal works must see that men 
are trained to work as rescue 
squads and to use appropri- 
ate breathing apparatus as 
well as to apply safe methods 





































Fic. 3,—Hose mask apparatus for use in irrespirable atmospheres. 
it consists of an oro-nasal mask connected to a hose the free end of 
which is led out into uncontaminated air. (By kind permission of 
Siebe, Gorman, and Co., Ltd.) 


of artificial respiration. Three types of apparatus are used 
for protection against the inhalation of noxious gases— 
the canister gas mask, the hose mask (Fig. 3), and self- 
contained breathing apparatus. These differ in principle, 
but each is best for its own special use. ‘The doctor to a 
factory or a mine must satisfy himself that rescue equip- 
ment is kept in order and frequently inspected. The rubber 
parts are especially apt to deteriorate and should be regu- 
larly renewed, otherwise the death of a rescuer may be 
added to that of a first victim. 


3. Accident Prevention 


In Great Britain the law has provided for the protection 
of the worker against accidents since the passing of the 
Factory Act of 1844. Transmission machinery is respon- 
sible for many accidents of the most serious kind. They 
are caused by the workers coming into contact with the 
revolving shafting or other moving parts of machinery 
while engaged in oiling bearings, adjusting belts, cleaning 
shafting, executing repairs, or performing other work in 
the vicinity. The danger of revolving shafting cannot be - 
overestimated. If loose clothing such as an apron, a coat 
end, a wide or ragged sleeve, or a rag in the hand of a 


cleaner comes into contact with the shaft, it may wrap 
round the shaft in a moment, and before the wearer is 
aware of what is happening he may be caught, whirled 
around, and killed or terribly injured. Such accidents can 
and do occur even with smooth shafting; the contrary 
view often expressed is contradicted by experience. Moving 
belts are also responsible for many accidents, in some of 
which the worker is caught and carried round the shaft. 
Every kind of transmission machinery is a potential cause 
of accidents, and it is required by the Factory Acts that 
all such machinery be securely fenced or be in such a posi- 
tion or of such construction as to be equally safe (Fig. 4). 
Whenever possible machines should be driven directly 
by a motor or engine so as to eliminate transmission 
machinery. 

Machine tools are responsible for numbers of accidents. 
Many of them are due to the absence of efficient guards 
upon dangerous parts such as toothed gears, chain gears, 
belts, and pulleys. Many machine-tool makers have 
designed their machines so as to avoid the exposure of 
dangerous parts—for example, by the complete enclosure 
of gear wheels. The dies or tools of power presses have 
long been recognized as dangerous. Accidents are gener- 
ally severe, and usually result in permanent mutilation of 
the hand. Much thought and ingenuity has been devoted 
to the problem of protecting the operator. Guards for 
power presses are of many kinds, including fixed, auto- 
matic, and interlocked types. The guard most suitable for 
the job in hand must be carefully considered in each case, 
and it is important that it should not be easy for the 
machine operator to displace or circumvent the guard and 
that it should cause the minimum possible interference 
with output. 

Unfortunately certain workers are loath to use safety 
devices because they regard them as unworthy of an experi- 
enced worker and fit only for the young and inept. In all 
industries most production machines introduce risk in vary- 
ing degree, and much effort has been devoted to guarding 
the dangerous parts to reduce to a minimum the chance of 
an accident occurring. In the much wider field of acci- 
dents which are not caused by machinery, physical safe- 
guards play an important part, but constant care and good 
housekeeping are essential. This applies particularly in the 
case where workers fall or where objects fall on to them. 


In certain occupa- 
tions protective 
clothing is of great 
value. Strong stiff 
hats, rubber aprons, 
coats, overalls, shin 
guards, rubber boots, 
gloves, and goggles 
are standard articles 
used widely in hand- 
ling chemical sub- 
stances and in the 
mining industry. 
Where possible, 
equipment such as 
safety shoes should 
be handled in a 
special department. 
Reinforcement of 
the toe-cap by a 
steel arch is an ex- 
cellent protective de- 
vice for use in heavy 
industry (Fig. 5). 





Fic. 4.—Metal guards fitted to noes 


belts. (By kind 


rmission of Frederi 
Braby and Co., Pid.) 
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Drilling-machines are the 
main cause of hair-en- 
tanglement accidents, of 
which 95% happen to 
women and girls and 5% 
to men and boys. Women 
workers should protect 
themselves against such 
scalping accidents by 
wearing turbans which 
completely enclose their 
hair. The slightest pro- 
jection on the drill, even 
a small grub screw, ren- 
ders such an accident 
more likely, but it is 
important to teach the worker that a revolving spindle 
which is perfectly smooth may be equally dangerous in 
its effects. 

In Great Britain the number of accidents to the eyes 
occurring each year in industry greatly exceeds 8,000. For 
certain processes, especially in the chemical industry, the 
provision and use of goggles is compulsory, and in a number 
of other processes they have been introduced by voluntary 
action on the part of the employers or adopted by the 
workers themselves. The processes mainly responsible for 
these accidents are the grinding, glazing, and polishing of 
metal articles ; the pouring, stirring, and carrying of molten 
metal ; riveting, dressing castings, chipping metal articles, 
smithing, metal working by machinery, and stone dressing. 
The provision of an adjustable transparent screen between 
the worker and his work is an alternative which has been 
found successful. 

In a works employing 2,000 people or more it is advisable 
to have a full-time, specially trained goggles man. His job 
is to dispense, adjust, and repair industrial goggles, and it is 
essential that he should patrol all workshops regularly, 
covering the entire plant as often as is necessary. In many 
large factories in the United States of America the goggles 
service man wears a distinctive uniform, and uses a push- 
cart brightly painted and decorated with slogans. Men 
and women working long hours will not, and cannot, wear 
goggles that hurt or that do not fit. By adjusting a spectacle 
frame which is causing discomfort, or by replacing a pitted 
lens, the goggles service man not only helps the worker but 
also enlists his good will, thereby ensuring the success of 
the entire programme. Eye-shields are an essential part 
of the equipment of the worker welding with oxy-acetylene 
or with the electric arc (Fig. 6). Goggles for protection 
against intense light and heat are used in steel-rolling mills 
and for the examination of furnaces and hearths in power 
plants. Protective filters. for welding and other industrial 
operations are examined for transmission of ultra-violet 
and infra-red radiation by the British Standards Institution. 

Ignorance and negligence are responsible for a high pro- 
portion of electrical accidents. In factories, mines, and 
shipyards safety must be secured by the proper design of 
electrical apparatus, an active inspectorate, and adequate 
safety-first propaganda. Since 1908 the use of electricity 
on factory premises for lighting, heating, motive power, 
and other processes has been subject to regulations under 
the Factories Acts. At that time the flimsiness of apparatus, 
the incomplete protection of fuse boards, the non-earthing 
of such metal work as motor frames, switch covers, and 
lamp holders, and the faulty construction of portable hand 
lamps were the chief sources of danger. Owing to ignor- 
ance, carelessness, or a desire for economy these faults 
continued to cause accidents. The Electricity (Factories 














Fic. 5.—Undamaged steel toe-cap 
of safety-shoe after 350-pound crate 
fell on to a workman’s foot. (By 
kind permission of Consolidated 
Edison Co., Inc.) 


Act) Special Regu- 
lations, 1944, have 
been effective in 
their intention, for 
since they came into 
force, although the 
units sold for power 
purposes in industry 
have increased by 
five times, the fatal 
accident rate has re- 
mained nearly con- 
stant at about 30 per 
annum (Swann, 
1949). Generators, 
transformers, 
motors, and switch- 
boards should be 
placed on a floor it- 
self made of, some 
insulating material 
and covered with 
insulating mats, which must be kept dry and free from 
oil. No circuit should be worked upon until the power 
has been cut off and the switch padlocked. If it becomes 
absolutely necessary to handle a live circuit, care should 
be taken to work upon but one wire at a time and 
to wear rubber gloves. The standard of design, installa 
tion, and maintenance of electrical plant is much higher 
than ever before. The chief cause of fatal accidents con- 
tinues to be the breakdown of insulation during the use 
of portable electric hand tools. A less widely recognized 
factor in the causation of electrical injuries is a form of 
mental aberration. A number of fatalities have come about 
as a result of such lapses. Mistakes occur between live 
and dead sections of plant which, although of similar 
appearance, are considered sufficiently distinguished by 
position. An experienced switchboard attendant had occa- 
sion to open a number of cubicles to clean the auxiliary 
busbars of a large generating station. He knew the switch- 
gear thoroughly, but in spite of safeguards he obtained the 
key to an adjacent live cubicle, opened it, and, disregarding 
the different lay-out of equipment from that in cubicles at 
which he had previously worked, he entered. He touched 
live 11-kilovolt conductors and received injuries from 
which he later died. The occurrence of accidents of this 
kind is one of the reasons why the regulations require that 
persons undertaking such work shall never be unaccom- 
panied. A second man, either a mate or a supervising 
engineer, may remind a worker that he is about to make & 
mistake. 


By means of propaganda and education the Safety Move- 
ment has done good work to reduce accidents. It dims at 
protection through the education of the industrial worker 
by means of posters, lectures, advice to the employer as to 
safety methods, and the formation of Works Safety Com- 
mitteés. By means of posters placed in prominent posi- 
tions in factories, the attention of the workers is called 
to the grave results of accidents which may be due to their 
inattention, carelessness, or failure to carry out instructions’ 
The posters are changed from time to time so that they 


Fic. 6.—Eye screen in use during electric- 
arc welding. 


may attract fresh attention and keep alive the workers 


interest in accident prevention. Such posters should not 
dwell unduly on the gruesome side of accidents lest they 
induce a state of morbid fear in the minds of those who 
see them. Fear is undoubtedly a strong deterrent, but if 
should not be used too much lest it produce a state of 
nervousness which may itself cause accidents. One of the 
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best methods of lessening accidents is the promotion of 
Works Safety Committees, on which the workers, the 
management, and the works medical officer are all 
represented. These committees inquire into the causes 
and circumstances attending accidents, and by their intimate 
knowledge of the working conditions in the factory they 
are able to make wise recommendations to prevent a 
repetition of such accidents. They are also well fitted to 
consider the advisability of adopting any suggestions sent 
in by the workers on means of preventing accidents. 

It is admitted that medical officers in industry have not 
paid sufficient attention to the prevention of accidents. 
However well machinery may be guarded by law, not more 
than a 10% reduction in the accident rate can be looked 
for by the provision of safeguards alone. Accident- 
proneness has been studied with a view to finding some test 
or tests which would serve as a means of identifying the 
affected persons in groups of industrial workers. The prob- 
able number of such persons ranges from 10 to about 25% 
of the total. With equal exposure to risk, roughly three- 
quarters of recorded accidents happen to one-quarter of 
the people exposed. Unfortunately, few firms subject their 
new employees to psychological tests before assigning them 
to one occupation or another. But in the absence of such 
tests it would be possible to sift them roughly by putting 
them for a time on occupations free from major risks, and 
to transfer them to more dangerous occupations only after 
they have shown themselves to be reasonably free from 
accident-proneness. Accident-proneness is greatly influ- 
enced by the mental attitude of the subjects. The accident- 
prone are apt to be insubordinate, to be temperamentally 
excitable, and to show a tendency to get flustered in an 
emergency. These and other defects of personality indi- 
cate a lack of aptitude on the part of the subjects for their 
occupation. 

4. Prevention of Infection 


Provisions for cleanliness include cloakrooms, washing- 
rooms, mess-rooms, baths, nailbrushes, towels, and soap. 
These must be provided by the employers and used in 
their time. In all occupations it is important to give early 
and proper attention to trivial injuries, and in this way 
sepsis and other complications will be avoided, and lost 
time cut down. The facilities necessary for proper first 
aid vary with different occupations. Ideally all workpeople 
should have the benefit of a trained nurse or a medical 
officer to superintend the treatment of accidents. Minor 
injuries are less efficiently handled if left to the first-aid 
worker, the untrained nurse, the welfare supervisor, or the 
office clerk. Many wounds are already infected when first 
seen in the factory surgery, and an aseptic technique must 
therefore be designed to prevent cross-infection. The diffi- 
culty of altering present conditions and of instituting an 
aseptic technique is recognized, but the first step in the 
tight direction is the proper planning and lay-out of the 
industrial dressing station. Without this a suitable technique 
cannot be established nor infection controlled. 

Animal infections may be transmitted to man in the 
course of his work. Anthrax occurs in men handling 
carcasses, skins, hides, or hair of animals that have been 
infected. In 1879, only three years after Koch had dis- 
covered the anthrax bacillus, Bell had become convinced 
that wool-sorters’ disease in Bradford was pulmonary 
anthrax caused by inhaling dust from infected wool. It 
was Eurich, physician to the Royal Infirmary, Bradford, 
who was the first to cultivate anthrax bacilli from wool. 
By 1918 a method of disinfecting both wool and horse-hair 
was elaborated by Duckering, one of H.M. Engineering 
Inspectors of Factories, and Eurich. The process depends 


upon the separation of anthrax spores adherent to the 
wool by the use of hot aqueous solutions of sodium car- 
bonate, sodium hydroxide, and soap. Hot aqueous form- 
aldehyde solution is then used to kill all anthrax bacilli and 
spores. The whole process is without detriment to the 
material. It is carried out at the Government Wool Dis- 
infecting Station in Liverpool Docks. Although this 
scheme has succeeded in abolishing wool-sorters’ disease 
from Bradford, it has failed in complete protection of its 
own workmen, three of whom have developed cutaneous 
anthrax since 1938. Gloves and overalls are provided for 
the workers and are laundered on the premises. Untreated 
wool need not come into contact with the skin of the 
workmen, and dust-extraction apparatus is installed. Unfor- 
tunately the men do not always wear their gloves, some- 
times fail to use the fork which is provided to feed the 
machine, and object to the noise when the exhaust fan is 
working. 

No satisfactory process has been evolved for disinfection 
of hides and skins without causing damage to the material, 
and it is clear that this is an urgent and worthy subject for 
research. It is not surprising that cases of cutaneous 
anthrax continue to occur in England. Fourteen cases, 
one of which was fatal, were reported in 1946. One vital 
aspect of prevention is the warning given to working people 
of the importance of early recognition and prompt treat- 
ment. To attain this end regulations require that cautionary 
placards be displayed in certain factories. These show 
coloured pictures of the skin lesion in anthrax at various 
stages. Such notices draw attention to the means by which 
the disease is communicated, the need for its prompt recog- 
nition and for immediate attendance at a hospital. Not 
only has the worker been warned, but it has been thought 
advisable to issue a caution to medical practitioners. 
Anthrax is not a common disease, and it is not surprising 
that it is overlooked in its early stages. To assist doctors 
and to ensure the prompt treatment of anthrax, an indi- 
vidual card has been devised by the Factory Department 
of the Ministry of Labour for workers employed in 
industries exposing them to risk. Such individual cards 
when presented to the doctor suggest tactfully to him the 
possibility of anthrax infection and the need for a more 
extensive examination. 

Weil’s disease has a wide geographical distribution 
and affects coal-miners, bargemen, sewer labourers, canal 
workers, workers in rice-fields, sugar-cane cutters, fish 
cleaners, filleters, freshers, and curers, fish porters and 
fishmongers, tripe scrapers, butchers, stablemen, rat 
catchers, and workers in abattoirs. Extermination of 
rats, cleanliness of workplaces, and protective clothing are 
essential preventive measures. Other organisms conveyed 
by animals to man in the course of his work are Pfeifferella 
mallei, Brucella abortus and Br. suis, Bacterium tularense, 
Erysipelothrix rhusiopathiae, and the viruses of psittacosis, 
louping ill, swineherd’s disease, and Q fever (Rivers, 1948). 
The breakage of apparatus and spilling of cultures are 
sometimes responsible for infections in workers in bacterio- 
logical laboratories. Apart from such accidents certain 
bacteria and viruses readily affect the laboratory worker 
by passing through the respiratory tract or skin. Unskilled 
and inexperienced technicians must not handle these 
organisms. Others should exercise care and must pro- 
tect themselves with mask, gown, and rubber gloves. 
Laboratory infections have been recorded in men working 
with Pasteurella pestis, Pfeifferella_mallei, Brucella meli- 
tensis, Br. abortus, Br. suis, Bact. tularense, meningococcus, 
and the viruses of psittacosis, louping ill, Q fever, foot-and- 
mouth disease, Rift Valley fever, Newcastle disease of 
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fowls, and yellow fever. Unfortunately many bacterio- 
logists have lost their lives in investigating diseases with 
which their names are now associated. A group of micro- 
organisms with characteristics intermediate between bac- 
teria and viruses has been named rickettsiae after H. T. 
Ricketts, an American doctor. Both he and S. J. M. von 
Prowazek, an Austrian, died of typhus fever in the course 
of their studies of its aetiology. In their honour the virus 
of louse-born typhus has been named Rickettsia prowazeki. 


5. Suppression of Dust and Fume 


Where it is known by what route—respiratory, alimen- 
tary, or cutaneous—a poison is absorbed, the factory doctor, 
in consultation with the employer, can indicate on what 
principles the methods of protection should be based. In 
the majority of industries absorption through the respira- 
tory tract is of overwhelming importance. The first quarter 
of the present century saw the untiring efforts of a great 
Englishman to apply this principle in the dangerous trades. 
Thomas M. Legge became the first Medical Inspector of 
Factories in 1898: and began his famous studies of lead 
poisoning. In subsequent years he investigated anthrax, 
glass-blowers’ cataract, industrial cancer of the skin, toxic 
jaundice, and poisoning by phosphorus, arsenic, and 
mercury. His vast knowledge of his subject was recog- 
nized both at home and abroad ; indeed, it is difficult to 
think of an industrial disease on which he could not speak 
with authority and experience. This College honoured him 
in many ways, and particularly in 1923 by the award of 
the Bisset Hawkins gold medal for the best ten years’ work 
in promoting the public health. 

The’ outstanding contribution of Sir Thomas Legge to 
industrial medicine can at once be grasped by reading his 
own summary of the principles he applied in his work 
in factories (Legge, 1934). 

“ Throughout these pages I shall lay stress on four axioms 
which experience has led me to enunciate: (1) Unless and until 
the employer has done everything—and everything means a 
good deal—the workman can do next to nothing to protect 
himself, although he is naturally willing enough to do his share. 
(2) If you can bring an influence to bear external to the work- 
man (i.e., one over which he can exercise no control) you will 
be successful; and if you cannot or do not, you will never be 
wholly successful. (3) Practically all industrial lead poisoning 
is due to the inhalation of dust and fume; and if you stop 
their inhalation you will stop the poisoning. (4) All workmen 
should be told something of the danger of the material with 
which they come into contact and not be left to find it out for 
themselves—sometimes at the cost of their lives.” 

Wherever possible exhaust ventilation through hoods 
must be applied at the point of origin of the dust or fume. 
This is in use in the manufacture of white lead, in accumu- 
lator pasting shops, in lead-burning of accumulator plates, 
in grinding with sandstone wheels, in carding asbestos and 
cotton, and in disposing of the vapours of benzene and 
of carbon bisulphide. In certain instances general as 
opposed to local exhaust ventilation is applied. Thus in 
the ventilation of dope-rooms and cellulose-spraying shops 
it is impracticable to apply local exhausts direct to each 
doping-bench or spraying-horse. In dusty processes in the 
lead trades, such as mixing and pasting in the manufacture 
of electric accumulators and the breaking down of the 
white-lead stack, hosing with water must be freely used to 
reduce dust to a minimum. The breaking down of white- 
lead stacks in a dry state must be forbidden. A preventive 
method which has been widely applied, in the mining, metal- 
lurgical, and ceramics industries is the substitution of wet 
methods for the original dry screening, grinding, milling, 
and mining processes, 


6. Prevention of Skin Contamination 


Certain industrial poisons can be absorbed through the 
skin as well as through the respiratory tract. It is for this 
reason that men handling tetra-ethyl lead must wear rubber 
gloves, rubber aprons, and canister gas-masks. The aromatic 
nitro-compounds and amino-compounds are all readily 
absorbed through the skin. The importance of this was 
shown for dinitrobenzene in 1901 by Prosser White and 
John Hay, and for trinitrotoluene in 1918 by Benjamin 
Moore. These investigators rubbed their own skin with the 


substance to be tested, and the lilac cyanosis of methaemo- . 


globinaemia resulted. When a workman has his clothing 
badly splashed with nitrobenzene or aniline he may rapidly 
go blue and collapse into unconsciousness. A sample of his. 
blood is then as brown as chocolate. The victim of.such 
an accident must at once be stripped of all clothing and 
be given a bath. All workers handling these substances 
must be warned of the danger which may follow indulgence 
in alcohol, for this has been shown to raise the level of 
the nitro-compounds in the blood. In filling shells, mines, 
and bombs with trinitrotoluene skin contamination must be 
avoided by careful plant design, effective ventilation, cleanli- 
ness of the implements used, and protective clothing together 
with barrier creams applied to the exposed skin. 

In protecting the skin against the innumerable substances 
known to cause dermatitis, medical supervision plays its 
part. Selection of employees by pre-employment examina- 
tion, frequent medical inspection, and prompt first-aid 
treatment are measures of importance in reducing the inci- 
dence of occupational dermatitis. Employees and super- 
visors should be instructed regarding the nature of the 
hazard encountered during work, in cleanly methods of 
work, and how to take care of the skin. Provision of pro- 
tective clothing and carefully chosen barrier creams may 
be necessary, but the need for them is in itself an admission 
of failure, for it means that the ideal of eliminating risk 
has not been achieved. The ideal to be aimed at is such 
good factory hygiene and such perfect plant design that 
the chance of irritant materials coming in contact with the 
skin is eliminated. 

Every effort must be made to prevent the splashing of 
lubricating oil on to the skin. Besides producing oil acne 
it can after a long latent interval cause cancer of the skin. 
In the cotton trade the problem of mule-spinners’ cancer 
cannot at the moment be solved by removing 3 : 4-benz- 
pyrene and other carcinogenic substances from the oil 
which lubricates the spindles. Meanwhile devices have been 
invented which prevent oil-splash from mule spindles. These 
depend upon the use of felt strips enclosed in metal covers. 
Their use not only reduces oil spray but it also cuts down 
the frequency of oiling to less than one-tenth of what is 
otherwise necessary. 


(The concluding part, with a list of references, will appear 
next week.) 








The Northern Ireland Minister of Health and Local Govern- 


ment, Dame Dehra Parker, recently opened the Sir Thomas and — 
Lady Edith Dixon Convalescent Hospital at Cairndhu, near, 


Larne. Cairndhu was formerly the home of Sir Thomas and 
Lady Dixon, who presented the house and a large area of 


adjacent land for the purpose of a hospital for convalescent . 


patients. Dame Dehra Parker hoped this might be the first 
of similar schemes throughout Northern Ireland. Even if the 
State had a bottomless purse, she said, there were great diffi- 
culties about new buildings at present. But, had there been no 
obstacles, it was doubtful if they could ever have secured such 
a combination of desirable conditions as they found there. 
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PENTAMETHONIUM AND HEXA- 
METHONIUM IODIDE IN INVESTIGATION 
OF PERIPHERAL VASCULAR DISEASE 
AND HYPERTENSION* 


BY 


CATHERINE C. BURT, M.B., Ch.B., B.Sc. 
Registrar, the Royal Infirmary, Edinburgh 


AND 


A. J. P. GRAHAM, MLB, BS. F.R.CS. 
Lecturer in Surgery to Dental Students, University of Edinburgh 


(From the Department of Surgery, University of Edinburgh) 


The clinical potentialities of hexamethonium iodide (C6) in 
producing ganglionic block were first reported by Paton 
and Zaimis (1948a, 1948b), who stated that it possessed 
greater potency and longer duration of action than tetra- 
ethylammonium bromide (T.E.A.B.). Preliminary obser- 
vations of the effect of pentamethonium iodide (C5) in 
man were made by Organe, Paton, and Zaimis (1949). 
Clinical effects of C5 as a vasodilator were reported by 
Arnold and Rosenheim (1949) and by Arnold, Goetz, and 
Rosenheim (1949). 

At the request of the Medical Research Council we 
undertook an investigation of the clinical effects of C5 and 
C6 with a view to assessing their value in the routine inves- 
tigation of peripheral vascular disease and hypertension, 
and to comparing these with reflex vasodilatation and with 
T.E.A.B. 

Methods 


Investigations were made on three groups of subjects: 
(a) 5 normal controls; (6) 15 patients with vasomotor 
disorders, including acrocyanosis, erythrocyanosis, hyper- 
hidrosis, and Raynaud’s phenomenon without evidence of 
occlusive arterial disease ; and (c) 7 patients with essential 
hypertension. 

Whenever practicable the subjects were given each of the 
drugs under trial on consecutive days, but the order in 
which these were given was varied ; a few patients were 
investigated before.and after operations on the sympathetic 
nervous system. The drugs .were administered intra- 
venously—CS5 and C6 in doses of 30-40 mg. during one 
to two minutes, and T.E.A.B. in doses of 250-500 mg. in 
two to four minutes. Reflex vasodilatation tests were 


carried out by immersing one hand and one foot in a , 


water-bath at 43.5° C. 

The subject, covered with two blankets, lay supine on a 
couch, with the trunk between 30 and 45 degrees above 
the horizontal and the lower limbs horizontal. The hands 
were 3 in. (7.6 cm.) above the sternal angle and the feet 
9 in. (22.8 cm.) below. Room temperature varied between 
17 and 22.5° C., but on any one day extremes did not 
exceed 1.5° C. 

The skin temperature in upper and lower limbs was 
recorded by means of copper-constantan thermocouples 
attached to the nail-folds. Blood flow to hands or feet and 
to forearms or legs was measured by venous occlusion 
plethysmography, using air displacement (Barcroft and 
Walker, 1949). Skin colour, calibre of conjunctival and 
retinal vessels, and changes in nail-fold and digital-pad 
capillaries were noted before and after administration of 
the drugs. Sweating was measured by recording changes 





*A Report to the Medical Research Council. 


in skin resistance on the pads of fingers and toes. Record- 
ings were made at intervals of five minutes for 30 minutes 
before administration of the drug. After administration. 
recordings were made. every one to two minutes for 
10 minutes and then at five-minute intervals for periods of 
60 to 90 minutes. Subjective sensations were also noted. 
In reflex vasodilatation tests, either skin temperature or 
blood flow recordings were made, because only two limbs 
were available for recording purposes. 


Results 
Blood Pressure 
1. In Controls and Vasospastic Cases.—({a) Systolic pres- 
sure :—Following administration of 30-40 mg. of C5 or C6, 
in all except one of the patients tested there occurred a 
slight fall in systolic pressure, which was of a similar extent 
in the case of both drugs. The average fall in this group 
was between 15 and 24 mm. Hg (Table I). (5) Diastolic’ 


TaBLe I.—Average Blood-pressure Changes 
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Fic. 1.—Effect of 40 mg. of C5 on blood pressure and pulse rate in 
- a vasospastic patient, 
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pressure :—The range of average fall was 11-15 mm. Hg 
with both drugs, and as a rule began between one and five 
minutes after injection (Fig. 1). _However, in the case of an 
otherwise healthy male patient suffering from Raynaud's 
phenomenon of hands and feet, a second severe fall in blood. 
pressure to unrecordable levels occurred 35 minutes after 
injection (Fig. 2). 

2. In Hypertensive Cases.—{a) Systolic pressure ;— The 
fall in systolic pressure which occurred in every patient in 
this group was considerably greater that that in the previous 
group, and was between 29 and 41 mm. Hg. (6) Diastolic 
pressure :—The average fall with both drugs was similar 
to that in the control group. In no case was the fall after 
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Fic. 2.—Delayed fall of blood pressure 35 minutes after administra- 


tion of 40 | of C6 to a patient suffering from Raynaud’s 
phenomenon. Room temperature, 19° C. 


Taste II.—Comparison of Effect of Sodium Amytal, 3 gr. (0.2 g.) 
Hourly for 3 Hours, with C5, 30-40 mg. 





Average Blood Pressure in mm. Hg 











Sodium Amytal C5 
Before After Before | After 
219/126 132/87 212/110 | 163/97 











administration of C5 as great as that after sodium amytal 
(Table ID). 

3. In Post-operative Cases——In two patients tested after 
bilateral removal of the splanchnic nerves and the sympa- 
thetic chain from the seventh thoracic to third lumbar 
ganglion a further fall of 65 mm. Hg systolic and 50 mm. Hg 
diastolic occurred from the already low post-operative level 
(Table III, Fig. 3). 

4. Effect of Change of Posture-—({a) Passive :—At a blood 
pressure of between 88/54 and 60/50 symptoms of faint- 
ness developed in six cases after administration of the 
drugs. Rapid relief was obtained by raising the foot of 
the bed on 6~9-in. (15.2-22.8-cm.) blocks, and was accom- 
panied by rises in blood pressure from 10 to 33 mm. Hg 
systolic and 4 to 20 mm. Hg diastolic. The blood pressure 
remained unaltered when the head-down position was main- 
tained throughout in three patients to whom C6 was given. 


Tas_e IIl.—Effect of C5 on Blood Pressure after Splanchnicectomy 














Blood Pressure in mm. Hg 
Patient Before After Operation 
Operation Resting After C5 
A 230/110 144/104 70/50 
B 276/116 160/88 98/60 
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Fic. 3.—Effect of intravenous injection of 40 mg. of C5 on the 
blood pressure of a patient in whom bilateral s eacbalseneny had 
been completed 10 days before. The marked fall of diastolic pressure 
and the favourable response to the head-down position will be noted. 


In the patient who became pulseless 35 minutes after injec- 
tion of 40 mg. of C6, blood pressure became recordable 
at 70/- after four minutes in the head-down position, and 
after 13 minutes had risen to 92/62 (Fig. 2). Fig. 4 illus- 
trates the ease and rapidity with which blood pressure can 
be altered by passive postural changes in a patient under 


the influence of C6. (b) Active :—One hour after the injec- . 


tion of C5 and C6, patients rose and stood motionless for 
two minutes and blood pressure was recorded at intervals 
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of a minute. In the majority of control and vasospastic 
subjects there was either no change or a rise of 2-20 mm. 
Hg in systolic and diastolic pressure, whereas falls occurred 
in the majority of hypertensive patients (Tables IV and 
V). Postural hypotension was most pronounced in the 


TABLE [V.—Effects of C6 in Dosage of 30-40 mg. 



























































Subjects 
Controls Vasospastic | Hypertensive 
Pll 1} tl—Al ly tlt 
Blood flow: | 
(a) Skin U.L. 2. t-3 2 a? oe 1 0 0 
a in 3 0 0 2 0 0 0 1 0 
(b) Muscle U.L. 1 2 1 2 5 2 0 0 
aan 
Skin temperature: | 
: ey ea aa 2 1 3 ee 1°2s ia 
< on oe ie 5 1 0 1i3 | 3 0 1 0 1 
Blood pressure: 
(a) Supine systolic .. 0 2 4 0 5 9 0 0 3 
» diastolic. . 0 3 3 0 8 6 0 0 3 
(6) Erect systolic 2 3 1*; 4 4 4 0 1 2 
» diastolic .. a 3 1* | 6 3 3 0 1 2 
Pulse rate 6 0 0 13 2 0 3 0 0 
Sweating: 
Toes 0 0 5 2 1 8 
Fingers 0 0 3 1 3 5 
Skin temperature = Rise of 5° C. or more or to over 30° C. 
Blood flow = Doubled or more. 
Pulse = Increase of 10 a minute or more. 


Blood pressure = Rise of 10 mm. Hg or more. 
= Fall of 10 mm. Hg or more. 


* Passive head-high position. 


Blood pressure 


TaBLe V.—Effects of C5 in Dosage of 30-40 mg. 

































































Subjects 
Controls Vasospastic Hypertensive 
i hens 2 hee hee 
Blood flow: 
(a) Skin :U.L. ath 3 0 1 5 3 1 3 2 0 
a5 “ellie a 1 1 0 6 0 0 
(6) Muscle U.L. 1 2 0 1 4 0 3 1 0 
a L. i 2 0 0 
Skin temperature: 
ULL. ne 1 0 1 3 3 2 
3 0 1 8 5 0 + 0 0 
Blood pressure: 
(a) Supine systolic .. 0 1 3 1 1 12 0 0 5 
@)Erectsysiote | 2] 2;a'3)/s]2}ota | a 
b) Erect systolic 
e diastolic 1 2 1 4 a 2 1 0 2° 
Pulse rate 4 0 0 $13 1 0 3 2 0 
Sweating: , 
Tom" ‘ 1 1 1 1 0 9 
Fingers 1 0 2 1 1 9 , 
Skin temperature = Rise of 5° C. or more or to over 30° C. 
Blood flow = Doubled or more. 
Pulse =Increase of 10 a minute or more. 


Blood pressure = Rise of 10 mm. Hg or more. 
=Fall of 10 mm. Hg or more. 


* After splanchnicectomy. 


Blood pressure 


two post-splanchnicectomy hypertensives, in whom drops 
occurred of 34 mm. and 64 mm. Hg in systolic and 48 mm. 
and 26 mm. Hg in diastolic pressures, accompanied by 
giddiness (Fig. 3). These patients recovered rapidly on 
lying down or on walking about. 


Pulse Rate 
With the subjects at rest both drugs caused a moderate 
tachycardia, which occurred on an average two minutes 
after injection of the drugs, reached a maximum in one 


to seven minutes, and persisted for 20 to 90 minutes 
(Table VI). 


TaBLe VI.—Effect of 30-40 mg. of C5 and C6 on the Pulse Rate 

















Average Pulse Rate Before and After Injection 
Subjects C5 C6 
Before | After Before | After 
Normal .... — |... | 73 92 
Vasospastic .. ss 71 99 75 93 
Hypertensive .. em 76 | 97 j 81 102 





Skin Blood Flow and Digital Temperatures 
(a) Effect of C5 and C6.—Early in the investigation it 
became obvious with both drugs that in control and vaso- 
spastic subjects greater vasodilatation occurred in the lower 
than in the upper limbs (Table VII and Fig. 5). In 9 


TaBLe VII.—Skin Temperature and Blood Flow: Average Values 
Before and Average Maximum After Tests 














Blood Flow in ml./100 
Temperature in °C. ml./min. 
Subjects Test 
Thumb Toe Hand Foot’ 
Before) After | Before} After | Before} After | Before] After 
Cs 27-9 | 28-8 | 26-7 | 32-3 19 | 48] 1-7 7-2 
Normal C6 27-4 | 27-8 | 24-4 | 32- 3-0 | 100 | 3-4 | 11-6 
R.V.D. | 28-4 | 34-1 | 22-8 | 33-1 
T.E.A.B. | 27-3 | 28-6 | 23-7 | 25-5 6-2 | 10-6f| 3-1 8-4 
cs 28-9 | 29-2 | 22-9 | 28-1 30 | 48] 10 | 11-8 
Vaso- C6 26:3 | 28-0 | 23-9 | 31-8 2-2 6-1 | 0-7 | 10-1 
spastic R.V.D. 25 | 15-5 | 64 | 25-6* 
C.D.B. 1-4 | 16-0* 
Hyper- “os 25-1 | 30-9 2-5 69 
tensive C6 25-5 | 32-5 26 | 10-0 
R.V.D. 11-6 | 28-4 
































R.V.D. = Reflex vasodilatation test. C.D.B. = Cervico-dorsal sympathetic 
block. *Onecase. ft Transient rises only. 
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Fic. 5.—Changes in skin tem 
5 and C6 to the same patient on 


following the administration of 
different days. 


tests with CS and in 10 with C6, hand blood flow or digital 
temperature fell while it rose in the foot. In both hand 
and foot, rises in blood flow began one to two minutes 
after injection of C5 or C6; but whereas in the hand the 
rise lasted only for from 2 to 12 minutes, in the foot it 
persisted for 35 to 60 minutes. Digital temperature rises 
were slower in onset, occurring between two and nine 
minutes ; in the upper limb they lasted for 16 to 65 minutes, 
but in the lower were prolonged to 35 to 120 minutes. 
In control and vasospastic subjects, following C5 and C6 
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the slight increases in digital temperature which occurred 
in the upper limb were similar, the average maximum tem- 
peratures being 28.8° C. (C5) and 27.8° C. (C6) in the 
controls, and 29.2° C. (C5) and 28.0° C. (C6) in vaso- 
spastic patients (Table VII). In the controls the degree 
and duration of rise in toe temperature following C5 and 
C6 were also similar (Fig. 5). In the vasospastic group, 
however, C6 had a greater and more prolonged vasodilator 
effect than C5 (Table VII). In six patients who had received 
C6, toe temperature was 30° C. for over one hour after 
administration of the drug, whereas after C5 this high 
level was maintained for the same period in only two 
patients. 

Warmth in the feet was reported by the majority of 
subjects for three to four hours after administration of 
both drugs, and in one patient with Raynaud’s phenomenon, 
in spite of a cold bus journey, after 30 mg. of C6 the feet 
remained subjectively warm for six hours. The initial 
resting temperature did not appear to influence the degree 
of rise in skin temperature. In another patient with 
Raynaud’s phenomenon the toe temperature rose from 
20.7° to 32.5° C., whereas in one of the controls it rose 
from 24.7° to 33.7° C. 

(b) Reflex Vasodilatation and Cervico-dorsal Block.— 
In reflex vasodilatation tests the average thumb and toe 
temperatures reached in the control group are shown in 
Fig. 6. It will be noted that, in contrast to the tests with 
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Fic. 6.—Average skin temperatures of thumb and great toe in five 
corneal subjects during vasodilatation test. Room _ temperature, 


CS and C6, the thumb temperature rose rapidly to the 
high level of 34.1° C., whereas the toe temperature rose 
more slowly to 33.1° C. (Fig. 6). In the vasospastic group, 
reflex vasodilatation resulted in an average increase of 
blood fiow in the hand from 2.5 to 15.5 ml./100 ml./min. 
and in the foot from 6.4 to 25.6 ml./100 ml./min. In the 
same subject a cervico-dorsal block also produced a higher 
final hand blood flow than either C5 or C6. 


Muscle Blood Flow 

In eight cases forearm blood flow showed moderate rises 
which were prolonged up to one hour after injection 
(Tables IV and V). In 14 cases a rise of 0.5 to 3 ml./100 
ml./min. occurred immediately after injection, but fell to 
pre-injection levels or lower within three minutes. This 
transitory rise was probably due to the excitement or pain 
of the injection, but it also occurred in subjects whose hand 





(Figs. 7 and 8); 


for three days and 


blood flow and temperature showed simultaneous but more 
prolonged rises. In four cases forearm blood flow was 
unaltered or fell steadily throughout. 

Leg blood flow (estimated in only two cases) showed an 
increase from resting levels of 7 and 1 ml./100 ml./min. 
to 16 and 5.6 ml./100 ml./min. respectively ; in both the 
increase persisted for 60 to 70 minutes. Simultaneous foot 
blood flow recordings in the other limb showed marked 
and equally prolonged rises. 


Effect of Posture on Blood Flow and Digital Temperature 

In order to determine whether in the recumbent subject 
the difference in level of feet and hands was responsible 
for the greater response in the feet, three subjects were 
given 30-40 mg. of C6 while the hands were just below 
heart level and the feet 9 in. (22.8 cm.) above this. 

Thumb temperature, which in the resting period in two 
subjects was between 31 and 32° C. and was 24° C. in the 
third, showed transitory rises of only 1-2° C. for 10 to 
15 minutes and thereafter a steady fall for the remainder 
of the test. In contrast, toe temperatures rose 4, 9, and 
11° C. respectively, and were still high at the end of 
60 minutes. Similar trends were observed in blood flow ; 
these points are at present under further investigation. 


Sweating (Measured by Skin Resistance and Quinizarin Powder) 

Diminution in sweating was more pronounced in feet 
than in hands (Tables IV and V), and was parallel to the 
rise in skin temperature in all cases. It was more marked 
in the vasospastic group than in the controls. In four 
subjects, three with C6 and one with CS, increases in sweat- 
ing in hands lasting for one to two minutes after injection 
were noted, but thereafter the digits rapidly became dry. 
These transient increases were probably due to emotion. 
The number of patients in whom prolonged dryness 
occurred is shown in Tables IV and V. 

In one patient with hyperhidrosis of hands and feet 
40 mg. of C5 almost 
abolished this sweat- 
ing within two 
to three minutes 


after the first injec- 
tion the feet re- 
mained comfortably 
dry for 36 hours, the 
hands for seven to 
eight hours. He was 
then given a daily 
injection of 40 mg. © 








pa ee ec : 
thereafter two in- pgft0, 7,,2uizarin, sweating test on 
jections a week for tion of C5. 

a fortnight; but, 
although the immedi- 
ate effect was always 
good, the duration 
of comfortable dry- 
ness fell to six hours 
for the feet and less 
for the hands, and 
thereupon treatment 
was _ discontinued. 
One dose of 60 mg. 
of C5 given to him 
by mouth had no 
effect on sweating or 
on blood pressure. 

















Fic. 8.—The same test as in Fig. 7, but 
after injection of CS. 
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Sweating of hands, occurring five days after cervico-dorsal 
sympathectomy, was abolished by an injection of C5. 


Skin Colour; Capillary Changes 

In all patients increased rubor was noted in the toes 
three to five minutes after injection of C5 or C6. The 
face also showed slight or moderate flushing. Injection of 
the conjunctival vessels was marked and persisted for up 
to two hours after administration of the drugs. When the 
subjects were under the maximum influence of the drugs 
the face colour and conjunctival vessels were greatly influ- 
enced by changes in posture. In the head-high position the 
face became pallid and conjunctival vessels emptied at 
once, whereas in the head-low position the face and con- 
junctival vessels became congested. The rubor of the feet 
was not diminished by elevation of the foot of the couch 
on 9-in. blocks. 

Capillary pulsation was visible in the pads of the toes 
in those subjects in whom vasodilatation occurred. 


: Eyes 

After administration of either C5 or C6 the pupils 
became slightly dilated in all cases, but the light reflexes 
remained brisk. After C5, two subjects had transient loss 
of accommodation. In cases of hypertension, after the 
administration of both drugs, the peripheral vessels of the 
retina beyond the second division appeared to be dilated 
and there was dilatation of the choroidal vessels. 


Subjective Sensations 

These were essentially similar with C5 and C6. A pleasant 
generalized feeling of warmth unaccompanied by any par- 
aesthesiae was reported by all subjects in whom vasodilata- 
tion occurred. This was particularly noticeable in the feet, 
and to a much less extent in the hands. Several correctly 
predicted where the rise in temperature occurred. Isolated 
instances of tiredness, slight nausea, and dull headache 
were noticed for a few hours after the injection. After 
administration of both C5 and C6 four patients stated that 
the mouth and one that the nose felt dry. In one instance 
a marked sensation of faintness was experienced when the 
patient ascended in an elevator one hour after injection of 
C6. Apart from these, no symptoms or signs of a toxic 
nature were noted. 

Effects of T.E.A.B. 

Seven subjects (six normal and one vasospastic), of whom 
three were normal controls also tested with C5 and C6, 
were given T.E.A.B. In two cases an increase in toe tem- 
perature occurred 10 minutes after administration ; one of 
these and one other. patient showed a slight increase in 
temperature in the thumb. The rises in toe temperature 
averaged 1.8° C. and were of shorter duration than those 
obtained with either C5 or C6 (Table VID). In two cases 
increases in foot blood flow occurred within two minutes 
after the administration of the drug and persisted for 
20 minutes, while increases in hand blood flow in the same 
subjects persisted for less than five minutes (Table VII). 

A metallic taste, sensations of coldness and prickling in 
the hands and feet, and loss of visual accommodation were 
experienced by six out of the seven subjects. The remain- 
ing subject, who had previously had C6 and was sub- 
sequently given C5 without any side-effects, developed 
paralysis of a curariform type affecting the intercostal 
muscles, levator palpebrae, and neck and upper-limb 
muscles. The respiratory rate rose from 18 to 30 a 
minute, and respiration became abdominal in type. Drowsi- 
ness, inability to talk, and a rise in blood pressure from 
126/86 to 136/94 persisted for 14 hours. During this time 


the blood flow to the hand increased from 1.6 ml. to 
8 ml./100 ml./min. and a slight transient increase occurred 
in foot blood flow. 

Discussion 


Blood Pressure.—It was established that there was little 
difference between the effects of C5 and C6 on the blood 
pressure in normal subjects and in vasospastic and hyper- 
tensive conditions, the greatest falls being found in hyper- 
tensive patients ; responses to both drugs showed variability 
in both time of onset and duration of maximum effect. 
The delayed fall in one vasospastic case is of interest, and 
indicates that it is important to observe patients for at least 
an hour after injection. The falls of blood pressure in 
post-splanchnicectomy cases after administration of C5 
could be explained by abolition of the vasoconstrictor tone 
in those regions not deprived of their sympathetic nerve 
supply. ' 

The effects of change of posture were what were to be 
expected in view of the action of C5 and C6 in abolishing 
the vasomotor compensatory mechanism. With the patient 
horizontal, any hypotensive effect was rarely of serious con- 
sequence. However, hypotension on standing is the greatest 
drawback to the use of these substances in treatment. They 
might be of use in hypertensive crises, as the hypotensive 
effects ct the drugs might be controlled by adjusting the 
angle of the bed. 

Sweating—Though C5 and C6 are rapidly effective in 
abolishing hyperhidrosis over periods of several hours, 
the postural hypotension and the necessity for frequent 
injection limit their use in treatment. 

Skin Blood Flow and Temperature.—The effects of C5 
and C6 in increasing skin blood flow and digital skin tem- 
perature were greater in the lower limbs. These rises 
occurred more rapidly and were only slightly less than 
those induced by reflex vasodilatation, while they were 
considerably greater and more prolonged than those after 
T.E.A.B. In the upper limb the effects of C5, C6, and 
T.E.A.B. were slight and at best resulted in transient vaso- 
dilatation. This variation in response did not appear to 
be connected with relative differences in position of upper 
and lower limbs, but might be due to the greater inherent 
vasoconstrictor tone in the lower limbs as previously 
suggested by Pickering and Hess (1933). If this is so, how- 
ever, one would have expected a better response in the 
vasospastic than in the normal group, which is not apparent 
in the results. In the vasospastic group C6 caused a greater 
and more prolonged increase in toe temperature than was 
obtained with similar doses of C5; otherwise the effects 
of C5 and C6 were similar. 

Subjective Sensations——The pleasant feeling of warmth 
which followed administration of CS and C6 was notice- 
able as compared with the unpleasant paraesthesiae and 
feeling of coldness which occurred immediately after 


T.E.A.B. 
Summary 


The effect of intravenous administration of C5 and C6 in 
doses of 30-40 mg. has been studied on blood pressure, peri- 
pheral circulation, and Sweating in 5 normal, 15 vasospastic, 
and 7 hypertensive subjects, and compared with the effect of 
250-500 mg. of T.E.A.B. given intravenously to 6 normal 
subjects and 1 vasospastic patient. 

Responses to C5 and C6 occurred within one to five minutes 
of administration and lasted for periods of 30 to 120 minutes. 

Systolic and diastolic blood pressure fell, but in the hyper- 
tensive group the fall produced by these two substances was 
not as great as that resulting from sedation with sodium amytal. 
Postural hypotension, present one hour after administration of 
the drugs, was more pronounced in the hypertensive group. 
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It was relieved in two to four minutes by lying down or walking 
about, but its presence limits the therapeutic value of these 
drugs. 

It was established that a different response was obtained in 
upper and lower limbs with the drugs in the doses used in 
this study. In the lower limbs a rapid and prolonged increase 
in blood flow and skin temperature occurred after C5 and 
C6. This approximated closely to that obtained by reflex 
vasodilatation, and these drugs may therefore be of value in 
the investigaiion of peripheral vascular disease in the legs. 
However, in the upper limbs no significant increases in skin 
temperature or blood flow occurred in 18 out of 31 tests with 
C5, and in 16 out of 31 tests with C6; in the remainder the 
increase in blood flow or skin temperature was slight and 
in no way comparable to that obtained by reflex vasodilatation. 
These drugs are therefore unlikely to be useful in the investiga- 
tion of vasospastic conditions in the upper limb. In the 
dosage used the vasodilator effect of both C5 and C6 on the 
lower limb was much greater and more constant than that of 
T.E.A.B., and the side-effects of C5 and C6 were more pleasant 
for the patient. 

Blood flow to muscle, measured by estimation of forearm 
blood flow, was not greatly altered. 

Sweating was diminished in those digits in which temperature 
rose. 


We wish to record our thanks to Professor Sir James Learmonth 
and to Mr. D. M. Douglas for much help and advice during the 
course of the investigation. Our thanks are also due to Dr. 
W. D. M. Paton, of the National Institute for Medical Research, who 
visited us twice and discussed the scope of the work with us. We are 
indebted to Burroughs Wellcome and Co. and to Allen and Hanburys 
Ltd. for the supplies of the drugs with which these experiments were 
made. 


REFERENCES 
Aracit, E Goetz, R. H., and Rosenheim, M. L. (1949). 
— and Rosenheim, L. (1949). Ibid., 


Barcroft, a none Waker, A. J. (1949). 
Organe, G ba Paton, W. D. "M. ., and Zaimis, E. j. 


Lancet, 


By 
Ibid. 1035. 
(1949). Ibid., 1, 21. 


Paton, Ww. , and Zaimis, . F (1948a). nen 161, 71 18. 
aa Ibid., < 
Pickering, and Hess, W 1933). Clin. Sci., 1, 213. 








An account of medical education in Turkey is given in an 
official publication (Medico-Social Activity and Organization in 
Turkey: Istanbul, 1946) which has just been received in this 
country. In Istanbul there are residential colleges with accom- 
modation for one thousand students of medicine and related 
subjects. Board and tuition are given free of charge, and on 
qualification the graduates are expected to work for the 
Government for a fixed (but unrevealed) period. Since the 
establishment of the medical college in 1929 over 1,300 doctors 
have graduated from it. Turkey previously suffered from a 
shortage of nurses, as the only organization under which they 
could receive their training, the Turkish Red Crescent Society, 
did not produce enough trained women to supply the whole 
country. The number of nurses’ training schools has now 
been raised to eight, there is a school for midwives in Istanbul, 
and residential training schools have been set up for village 
midwives. The report shows that the Turkish Government 
intends to build health centres in their largest cities. These 
centres are expected to improve environmental conditions, com- 
bat venereal and. infectious diseases, and to work for,improved 
infant and maternity hygiene. Apart from their public health 
activities, the centres will provide facilities for treatment. Each 
family in the district will have a file of its own, which will 
be open to Government inspection. The Turkish Ministry of 
Health has decided that the success of these centres will depend 
on the quality of their personnel, and has therefore planned that 
a hundred graduates a year from the School of Hygiene, 
Ankara, shall be trained for public health work and the best 
among them sent for further education in the United States. 
Special training schools will be set up to provide suitable 
nursing staff. Finally, each health centre is to bé equipped with 
a number of “jeeps” to. bring patients in from the outlying 
countryside. ~ 
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Two principles underlie most of the established methods of 
treating peptic ulcer—namely, to reduce the acidity of the 

’ gastric juice and to relieve spasm. Of the drugs available 
for these purposes atropine is the most potent, but often it 
cannot be used owing to its side-effects. Recently tetraethyl- 
ammonium bromide has been investigated, but its use also 
is not practicable because of the drug’s short-lived action 
and the unpleasant effects to which it gives rise. In the 
present paper we report observations on the action of a new 
compound, hexamethonium iodide (C6), which seems to be 
more effective and relatively innocuous. 

Hexamethonium iodide is a member of the homologous 
series of polymethylene-bistrimethyl-ammonium com- 
pounds. Three members of this series have recently been 
investigated clinically. They all seem to act by impeding 
the transmission of nerve impulses, but there are striking 
differencts in their point of action and consequently in 
their effects. Thus the deca-compound (C10) blocks the 
neuromuscular junction of striated muscle and consequently 
has a curare-like effect, while the penta-compound (C5) 
exerts its main action at the preganglionic sympathetic 
synapses and is effective as a vasodilator. 

The hexa-compound (C6), as we shall show, has a pro- 
found effect on the gastric secretion and motility, while, 
at any rate in therapeutic doses, it appears to have no 
curare-like action and no marked effect on the blood 
pressure. 

Effect of C6 on Gastric Secretion 


. Ten patients were selected for study, their ages ranging 
from 22 to 52 years. They were all males with clinical 
and’ radiological evidence of duodenal ulcer, and were 
experiencing severe dyspepsia. While in hospital they were 
all ambulant save when undergoing investigation. Hexa- 
. methonium iodide was the only drug prescribed during their 
\stay in hospital, and they were given the general ward diet. 

Secretion tests were begun at 9 a.m. following a 12-hour 
fast. The fasting juice was aspirated and specimens were 
removed every fifteen minutes thereafter until the end of 
the experiment. Special precautions were taken to empty 
the stomach at each aspiration: alteration in the position 
of the tube, alteration in the position of the subject (forward 
and lateral flexion of the trunk), and the application of 
manual pressure to the abdomen were found to be useful 
adjuncts towards this end. Using this technique we have 
been able at all times to secure a specimen of gastric juice 
when required, even during the studies on spontaneous 
secretion. All saliva was’ expectorated during the tests. 
The volume and bile-staining of each ‘specimen has been 
noted and the titratable hydrochloric acid estimated in 
clinical units. 

1. Spontaneous Secretion of Hydrochloric Acid.—In each 
subject control observations were made, specimens of gastric 
juice being aspirated every 15 minutes for a period of three 
hours. On the following day the same procedure was adopted, 
but in addition 100 mg. of-C6 was given by intramuscular 
injection immediately after the withdrawal of the fasting juice. 
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Fic. 1.—Gastric acidity: control readings and after C6. 30- \ \ \ f 
\ 
in each of the 10 subjects there was an immediate fall in the — I) 
secretion of hydrochloric acid, with a period of complete 20“ AN \\ 
achlorhydria. In.most cases the fall in acidity persisted for Mm \\ } 
about four hours and the anacidity for two to three hours Na 
(Fig. 1). The specimens having no free acid were further ed /} 
characterized by low volume and absence of bile. 7 ft / 
2. Gastric Secretion after Insulin—Insulin, by inducing ) 
hypoglycaemia, has been shown to provoke a pronounced flow ) 
of acid secretion in the presence of an intact vagal nerve supply 0 : : 4 : - ; 34 4 
x 2 


to the stomach (Hollander, 1944). In the control test, 20 units 
of soluble insulin was 
given by _intra- 
muscular injection 
immediately after re- 
moval of the fasting 
juice. On the follow- 
/ ing day 100 mg. of 
C6 was given with the 
insulin injection. The 
blood sugar in all 10 
cases fell below 
60 mg. per 100 mi. 
and all the patients 


20 units of Insulin 


20! | hj 
(| 


| | 





developed symptoms 
FREE of hypoglycaemia— 
nCcl weakness, - hunger, 


faintness, and sweat- 
ing. The response to 
insulin in the control 
series is shown in 
Fig. 2, and the effect 
of C6 on the insulin 
responses in Fig. 3. 
The average figures 
for each series are 
shown in Fig. 4. In 
the controls the ad- 
ministration of insulin 
produced a sharp rise 
in the level of free 
hydrochloric acid ; 
when C6 was given 
with the insulin the 
level of acidity first 
fell and then rose to 
little more than the 
- resting value. Thus 
2 2 (6 prevents the deve- 

lopment of a true 


‘Fic, 2.—Insulin response in control series. insulin response. 








t ! it 
HOURS 








HOURS 
Fic. 3.—Insulin response after C6. 


3. Gastric Secretion after Histamine—In the control test, 
0.5 mg. of histamine was given subcutaneously immediately 
after the withdrawal of the fasting juice, and further specimens 
were withdrawn and titrated over a period of one and a half 
hours. On the following day the same dose of histamine was 
given 45 minutes after the injection of 100 mg. of C6. Typical 
histamine responses were obtained in five patients with duodenal 
ulcer, both in the control and in the test observations (Figs. 5 
and 6). Thus C6 does not prevent the histamine secretion of 
hydrochloric acid. 


4. Spontaneous Night Secretion—James and Pickering (1949) 
have produced evidence which supports the belief that duodenal 
ulcer subjects maintain higher levels of gastric acidity at night 
than do normal subjects. It is thought that the presence of 
an abundant and highly acid night secretion may be of import- 
ance in the development and maintenance of duodenal ulcera- 
tion. A study has been made of the action of hexamethonium 
iodide upon the nocturnal secretion of five patients with active 
duodenal ulcer. The patients were given neither food nor drink 
after 5 p.m. A wide-bore stomach-tube with multiple perfora- 
tions at its tip was passed at 8 p.m. and the stomach emptied. 
Gastric secretion was then aspirated continuously until 8 a.m., 
using the constant suction provided by an electric pump. 
Sedatives were not given. The following evening the experiment 
was repeated, giving 100 mg. of C6 at 8 p.m., midnight, and 
4 a.m. Table I shows that the volume of night secretion was 


TaBLe I.—Night Secretion Tests 











Without C6 With C6 

Case Free HCI Free HCl 
Volume ; Volume : 

No. (Clinical (Clinical 

(ml.) Units) (al) Units) 

1 1,485 70 710 22 
2 800 60 330 12 
3 730 45 240 12 
4 700 15 314 0 
5 1,125 60 380 15 
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Fic. 4.—Insulin response before and after C6—average readings. 


reduced by more than half and there was also a marked lower- 
ing of acidity. None of the subjects complained of ulcer 
distress during the night on which C6 was administered, though 
four had complained of pain during the control test. 


Effect of C6 on Gastric Motility 


The technique of recording gastric motility has been 
described by Kay (1947). With the patient fasting for 12 
hours, a swallowed balloon is inflated to a standard pressure 
of 10 ml. of water and connected to a tambour-kymograph 
unit for recording. The true gastric contraction is repre- 
sented by a sharp-topped wave of about 30 seconds’ 
duration. A less abrupt regular wave depicts the slow 
rise and fall of pressure caused by tonic. contractions of 
the fundus. Both of these are superimposed on respiratory 
oscillations. 

Motility records were made in 10 cases of active duodenal 
ulcer. All cases showed pronounced motor activity with 
frequent regular contractions. After control periods of 
observation varying from 20 to 40 minutes, 100 mg. of C6 
was given by intramuscular injection. In each case, after 
a brief latent period, gastric motility was inhibited com- 
pletely for from 34 to 44 hours (Fig. 7). The average 
duration of inhibition was 3 hours 54 minutes ; the longest 
spontaneous phase of quiescence which can be expected 
in duodenal ulcer stibjects is 30 minutes. 


Side-effects 


Objective.—Suffusion of the conjunctivae is an almost 
constant finding and can be discerned within a few minutes 





HO ; 





O 3-mg Histamine 
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HOURS 
Fic. 5.—Histamine response in control series. 
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Fic. 6.—Histamine response after C6. 


of the injection. The blood pressure and pulse rate were 
recotded in 12 cases repeatedly for periods of four hours 
following the intramuscular injection of 100 mg. of hexa- 
methonium iodide. In the supine subject the blood pressure 


underwent little or no change and there was no increase . 


in pulse rate. On standing there was a slight fall in blood 
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. TABLE IIl.—Effect of C6 on Blood Pressure 
(100 mg. C6 Intramuscularly) 























Supine Standing for 10 min. periods 
Case Case 
No. | Resting B.P. | Lowest B-P. | Kio” | Resting B.P. | Lowest B.P. 
Observed . c= 1 oO 
(Before C6) after C6 (Before C6) after C6 

1 100/75 95/65 7 100/70 95/65* 

2 120 110/80 8 110/80 100/70 

3 110/80 100/75 9 120/80 110/75 

4 110/70 110/70 10 110/70 90/70* 

5 110/85 110/85 11 110/80 100/80 

6 95/60 95/60 12 115/85 95/65 











* Faintness relieved by lying down. 


pressure (Table II) and a slight increase in pulse rate. 
Throughout the investigations the patients were allowed 
up on several occasions and felt no subjective effects except 
in two in- 
stances. In 
these two cases 
there was a 
transitory feel- 
ing of faint- 
ness, quickly 
relieved on 
lying down. 

Subjective.— 
There were no 
untoward sub- 
jective effects 
in this series. Those patients who at the time of injection 
had ulcer pain were quickly relieved, and all patients 
remained free from pain for at least five hours. 
sensation was diminished in all cases for three to four hours. 
This was not accompanied by nausea. Accommodation 
was slightly impaired in one case in this series. (In more 
recent cases this side-effect has been more frequent.) 
Curare-like effects such as ptosis and muscular weakness 
did not occur. During the period of investigation, which 
involved several injections of hexamethonium iodide, only 
one patient complained of constipation. This may have 
been due to the changes incidental to hospital routine and 
not to repeated administration of the drug. 


= Discussion 

Our observations show that hexamethonium iodide, 
intramuscularly, inhibits the spontaneous 
secretion of hydrochloric acid. A single dose of 100 mg. 
produces achlorhydria for ds long as three hours. Repeated 
doses effect a substantial reduction in the volume and 
acidity of the night secretion. 

The fact that this compound prevents the development 
of a true insulin response suggests that it acts by vagal 
blockade. This is in keeping with its known pharmaco- 
logical action as observed in the experimental animal 
(Paton and Zaimis, 1949). That it fails to prevent a 
histamine response is in keeping with the view that hista- 
mine acts directly on the parietal cell. 

Our observations show also that hexamethonium iodide 
has a pronounced inhibitory effect on the movements of 
the stomach. One of us has had the opportunity of testing 
the effect on gastric motility of many antispasmodic drugs. 
The four-hour period of inhibition after hexamethonium 
iodide is greater than has been observed after any other 
agent. The cessation of gastric contractions and tonus 
waves is as complete as that resulting from vagal section. 

Hexamethonium iodide appears to have several advantages 
over other drugs with a similar pharmacological action, It 
is more uniform in its effect, more potent, and of longer 


1IS:1:49 






TIME 0! MINS. 


. duration, and it is relatively free from untoward side-effects. 


INHIBITION CONTINUED . 


. 
100 MGM. C 6.-1.M. 


Fic. 7.—Effect of C6 on gastric motility. 


Hunger ~ 


It seems likely that hexamethonium iodide may have 
a value in the treatment of peptic ulcer. Certainly it is 
the most effective drug yet available as an inhibitor of 
gastric secretion and motility. Up to the present we have 
employed repeated injections of uniform dosage, and this 
method is practicable for in-patient treatment. Further 
observations are in progress on the effects of larger doses, 
on the use of media for retarding absorption, and on the 
possibility of oral administration. 


Summary . 

In 10 patients with active duodenal ulcer, hexamethonium 
iodide inhibited the spontaneous secretion of hydrochloric acid 
to the point of achlorhydria.. 

It modified the secretory response to insulin-induced hypo- 
glycaemia but did not affect the response to histamine. 

It reduced 
the volume and 
acidity of the 
12-hour spon- 
taneous night 
secretion. 

It produced 
prolonged inhi- 
bition of gastric 
motor activity. 

The high 
potency of 
hexamethonium 
: as iodide and 
its comparative freedom from undesirable side-effects suggest 
its use in the treatment of peptic ulcer. 


We are indebted to Professor C. F. W. Illingworth for his direction 
and helpful criticism throughout this investigation and to Dr. F. S. 
Preston and Dr. J. B. Ritchie for recording observations on blood 
pressure. Our thanks are also due to May and Baker Ltd. for 
specially preparing the supplies of hexamethonium iodide. 
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Wintrobe and Shumacker (1935) have shown that foetal 
haemopoiesis is similar to that of patients recovering from 
pernicious anaemia. Assays of livers of pig foetuses for 
anti-anaemic potency failed to demonstrate activity save 
in slight degree in the last third of the gestation period 
(Wintrobe et al., 1937). If anti-anaemic substance is re- 
quired for blood formation in the foetus it must be supplied 
by the mother, so that foetal needs represent an added 
burden to the pregnant woman: Moreover, Miller and 
Studdert (1942) noted the common occurrence of defective 
diets in women suffering from pernicious anaemia of preg- 
nancy. It seems possible that women called on to provide 
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extra anti-anaemic factor during normal pregnancy might 


show relative deficiency insufficient to cause clinically detec- 
table anaemia but producing measurable changes in the size we would suggest that where other measurements are normal 


or other features of the erythrocytes. It is the purpose of (haemoglobin and M.C.V.) 3.5 millions per c.mm. may be 
this paper to report the results of an investigation of this regarded as normal. 
problem. The red cell counts in our cases remained normal by this 
Material and Methods standard, with the single exception of that done in the 
Sixteen healthy pregnant women were examined at _ eighth month on Case 2. The haemoglobin levels fell below 
monthly intervals from the time they were first seen at the normal in the ninth month in Case 8, in the sixth and ninth 
antenatal clinic. They rested in the recumbent position for months in Case 5, and from the seventh month until term 
30 minutes before the collection of blood. Haemoglobin’ in Case 12. In all these cases the red cell count remained 
was estimated by the alkaline haematin method (Clegg and _— within normal limits. Case 12 was treated for iron-deficiency 
King, 1942). anaemia at the eighth month of pregnancy. 
Red and white cell counts were carried out on hepari- Table II shows the M.C.V., the M.C.D., their standard 
nized venous blood within half an hour of collection. The deviation, and the variability percentage. 
mean corpuscular volume (M.C.V.) was calculated from 


low, we cannot accept the suggestion of Elliott (1944) that 
4 millions per c.mm. is the nadir of the normal range, and: 





TaBLe II1.—M.C.V. in u*, M.C.D. in u, Standard Deviation (o) ana 





















































































































































the cell volume obtained by centrifugation at 3,000 r.p.m. arabiing tataae ds os Vad Peal 
; “ a : 
until a constant volume was reached. The mean corpus- cocci d wit titi m= ce el 
cular diameter (M.C.D.) was measured by the method of his Month of Pregnancy | 
Price-Jones (1933), dry films stained with Leishman’s stain No. Value sbatatetaetrsiatsz 
being used. M.C.V | 89 | 89 | 93 | 93 | 84 | 91 
Results , { MCD. 6-775 ledts 6-928 | 6-982 | 6-823 | 6-901 , 
The results of haemoglobin estimations and red cell ; - + un igs isa” laa” | 
i M.C.V 86 | 95 | 87 | 94 90 | 93 | 81 
counts are shown in Table I. 2 M.C.D 6-832 6-828 | 6-693 7-000 6-825 leq 7-227 |7-137 ( 
Taste 1.—Haemoglobin and Red Cell Levels in Normal Pregnancy. - 7-4 , + + Re + a3” + a + 
(Haemoglobin in Grammes per 100 ml. Blood. Red Cells in M.C.V | 87 | 92 84 91 t 
Millions per c.mm. Blood) 3 M.C.D | 7-070 | 6-392 | 7-099 | 7-181 
' a berate a | 0-513 | 0-530 | 0-479 | 0-530 ( 
v 73° (83 |68 |7-4 
Cal vas Month of Pregnancy MCV. | 98 | 79 | 95 | 94 | 93 ] 
ue ; M.C.D. 6-220 | 6-406 | 6-864 | 6-675 | 7-029 
ong . 3 4/5 | 6] 7 | § | 9 ‘ o 0-537 |0-526 | 0-524 | 0-508 | 0-519 f 
1 | { Hacmogiobin (13-8 113-8 [142 |128 |13-0 |12°8 MON. | "S, "ae | oe | oe lee l 
Redcells_ .. 4:16 | 4:26 | 4-53 | 4-20] 463 | 4-63 M.CD. 6-895 | 6-879 | 6-904 | 6-688 | 6-808 tl 
2 Haemoglobin |13-6 |13-1 [12-6 [12-5 |11-9 {11-2 {12-3 [11-0 5 C 0-486 | 0-438 | 0-467 |0-528 | 0-477 
Redcells .. | 466| 4-11 | 4-25 | 3-92] 3-85 | 3-55 | 3-45 | 4-20 > 704 '64 '68. |79 170 T 
3 Haemoglobin 14-4 |12°5 12-5 12-7 M.C.V 84 85 90 | 91 83 p 
Red cells. 4-69 | 4-23 | 4-76 | 4-39 6 M.C.D 6-509 | 6-245 | 6-526 | 7-142 | 6-820 | 6-658 | 6-990 
4 Haemoglobin (136 | 13-2 113-4 |12-9 | 13-5 o 0-458 | 0-507 | 0-461 | 0-504 | 0-502 | 0-424 | 0-475 p 
Red cells .. 4:00 | 444 4-10 | 3-72} 4-09 v 70 8-1 V1 7-0 71-4 64 /68 
5 | { Haemoglobin | (12-8 |106 [12-1 |13-4 | 10-8 MCV. 90 | so | gs | 91 gs | 86 | 
Red cells _ 4-36 | 4-00 | 3:63 | 4-04 | 4-04 7 M.C.D. 6-362 | 6-547 | 6-311 |6-478 | 6-343 | 6-517 | 
6 Haemoglobin 12-4 » 126 {11-9 |126 o 0-479 |0-511 | 0-460 | 0-519 | 0-505 | 0-498 | 
Red cells 4-26 00 | 3-99 | 3-72 | 4-32 v 7-5 78 17:3 80 |7:9 17-2 0 
Haemoglobin 13-8 | 125 [12-7 {11-9 |11-4 |11-:0 | M.C.V. 86 92 86 85 94 85 90 83 
U 1 4-88 | 4-87 | 4-33 | 4-05 | 3-87 | 3-93 | > 
Red cells 8 ; M.C.D. [7-481 | 7-336 | 7-572 | 7-434 | 7-642 | 7-557 | 7-206 | 7-430 Pp 
g | J Haemoglobin | 13-2 12:3 136 13-3 12-0 11-9 11-2 yo B o 0-580 | 0-608 | 0-539 | 0-508 | 0-556 |0-511 |0-548 | 0-514 N 
Red cells 4-63 | 4-44 | 4-52 | 4-58 | 3-92 4-24/ 3-90 | 4 v 7-7 8-3 69 168 73 68 1-6 6-9 
Haemoglobin |13-5 {12-7 | 14-3. | 13-8 [13-6 |[13-2_ |12-7 |12-9 M.C.V 92 9 94 94 9 W 
9 3 85 85 | 86 2 
Red cells 4-34 | 3-99 | 4-57 | 5-08 | 4:56 | 4-73 | 4-51 | 4-24 9 M.C.D 7-145 |6-650 | 6-596 |6-911 | 7-366 | 6-882 | 6-867 | 6-877 fi 
19 | J Haemoglobin 13-6 |140 |14-0 |14-0 /|13-6 {14-0 o 0-532 | 0-476 |0-470 | 0-630 |0-495 |0-460 | 0-536 | 0-534 f 
Red cells 4-31 | 5-02 | 442 | 407 | 443 | 4-00 Vv 7-4 74 71 9-1 6-7 67 78 78 tt 
il Haemoglobin 13-2. |12-0 | 11-6 11-8 |11-8° | 11-9 M.C.V. 82 90 | 103 86 97 
Red cel 5-43 | 3-83 | 3-63 3-57 | 4-21 | 4-43 MCD. 7-320 | 6-744 |6-559 | 6-502 | 6-731 J 
Haemoglobin 13-6 {12-7 [11-2 |10-7 96 |10-5 10 o 0-591 | 0-523 |0-582 | 0-532 | 0-622 
12 WwW 
Red cells .. 5-15 | 5-11 | 3-71 | 3-73 | 412 | 4-18 v 8-1 78 18:9 {82 |9-2 
13 |. J Haemoglobin 13-2. |13-6 |13-3 [12-1 11-6_ 11-6 M.C.V. 79 94 94 91 88 3 . to 
Redcells_ .. 4-37 | 4-99 | 4-24 | 3-70 | 3-95 | 3-88 ' M.C_D. 6-983 | 6-786 | 6-764 6-876 | 6-870 | 6-776 
Haemoglobin 120 |13-2 |. 12-3 13-7 1 e 0-484 10-521 | 0-46 4 0-495 | 0-448 ‘ 
14 2 2 0-510 
Redcells_ .. | 4-55 | 4-41 3-76 4-01 ¥ 16-9 7-7 6-8 7-4 7-2 66 T 
15 | f Haemoglobin 13-3 |14-2 |15-3| |15-3_ | 15-1 | 13-8 M.C.V. 80 78 89 90 16 81 
Redcells .. 4-61 | 6-13 | 5-57 | 5-45 | 5:38 | 4-74 M.C.D. 6-820 | 6-806 | 6-362 | 6-458 | 6-200 | 6-294 n 
16 |f Haemoglobin }12-8 |13-4 |12-9 [12-2 [14-2 |14-8 12 e 0-501 |0-477 10-509 0-505 |0-465 | 0-535 
Red cells .. | 3-73 | 4-06 | 3-96 | 3-83 | 3-91 | 4-23 po 73 #170 |80 |7-8 17-5 185 ne 
| M.C.V. 82 | 86 | 88 | 89 | 89 | 85 ar 
13 M.C.D. 6-490 | 6-823 | 6-603 | 6-798 | 6-793 | 6-772 
The lack of agreement on what are the normal haemato- : ca laa’ Tha \aa’ laa laa 
logical standards in pregnancy is due mainly to the wide M.C.V. 81 | 88 90 of 
variation from subject to subject of the physiological 14 an 33 0-302 | \O-so4 ha 
hydraemia of pregnancy. In spite of the very many obser- me ~ y re S40 - | - Is 
vations of haemoglobin and of the red cell count in preg- M.C.D 7-397 | 7-078 | 7-010 | 6-738 | 6-856 | 6-674 a 
nancy (Strauss and Castle, 1932; Boycott, 1936) there is is 4 os laa’ laa les [sa en to 
Vv iv eme what are the normal ranges M.C.V. 94 | 94 93 | 94 | 95 | 92 cie 
BO Very extensive agreement on hat are > ~~ M.C.D. 6-557 | 6-794 6-349 | 6-554 | 6-515 | 6-597 " 
for these two observations. For haemoglobin levels it has 16 e 0-407 | 0-440 | 0-422 |0-479 | 0-491 |0-402 the 
been suggested that 9.7 g. per 100 ml. (70% Haldane) is the id 62 [65 | i | is 
lowest value acceptable as normal during pregnancy, but col 
in our view that is too low, and for the purpose of this The M.C.V. in pregnancy has been said to range from pre 
paper we have joined Elliott (1944) in accepting 11.04 g. 77 to 100 u? (Dieckmann and Wegner, 1934 ; Bethell, 1936: § Us! 
- . . ? . 
per 100 ml. as our lowest normal figure. Watson, 1938). Elliott (1944) in a series of 20 normal § ‘- 
Adair, Dieckmann, and Grant (1936) made a statistical women tested between the 10th and 38th weeks of preg- che 
analysis of many thousands of red cell counts, and con- nancy found an M.C.V. between 73 and 86 yu*. Our det 
cluded that 3.36 millions per c.mm. was the lowest level of findings fell between 69 and 103 y*. There appeared to 
the normal range. While we believe that this figure is too be no obvious change occurring as pregnancy advanced. an 
‘ the 
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Our range of M.C.D. was from 5.944 to 7.642 yu. Price- 
Jones gives the normal range of M.C.D. for non-pregnant 
women as 6.686 to 7.718 yw. Elliott (1944), who presents 
the only other published series of observations on M.C.D. 
in pregnant women with a haemoglobin of 11 g. per 100 
ml. or more, measured the M.C.D. in 14 cases and found 
it to be between 6.7 and 7.7 ». In none of our cases did 
there seem to be any degree of correlation between the 
M.C.V. and M.C.D. confirming the findings of Mogenson 
(1938), Schalm (1939-40), and Elliott (1944). In eight of 
our cases the M.C.D. was below Price-Jones’s normal range 
on two or more occasions, and in one (Case 7) it was con- 
sistently below throughout pregnancy, despite the fact that 


‘ her haemoglobin level, red cell count, and M.C.V. were 


well within normal limits throughout. Case 12 has not been 
included in the above eight because her haemoglobin began 
to fall after the sixth month and she was treated as a case 
of iron-deficiency anaemia ; her M.C.D. fell below Price- 
Jones’s normal range from the sixth month onwards. 

Although there are statistically significant differences in 
the M.C.D. from month to month in the same individual 
pregnancy, these are found irregularly, and there seems to 
be no consistent tendency for the M.C.D. to increase or 
decrease significantly as pregnancy advances. 

The variability percentage of the M.C.D. is usually 
taken as a Statistical expression of the degree of aniso- 
cytosis. The upper limit of normal established by Price- 
Jones (1933) for healthy adults of both sexes is 7.3%. Our 
figures range from 5.87% to 9.86% and lie above 7.3% 
in 54 out of our 95 observations (56.7%). In no case was 
the variability percentage normal throughout pregnancy. 
There was no particular trend with regard to the variability 
percentage, abnormal findings being scattered throughout 
pregnancy. 

Discussion 

We believe that these are the first published observations 
on M.C.D. made serially on normal women throughout 
pregnancy. The analysis of our results shows that the 
M.C.D. of the red cells in pregnancy varies over a much 
wider range than in the non-pregnant individual. No 
fewer than 10 of our patients showed an M.C.D. of less 
than 6.686 « (the lowest limit of normal given by Price- 
Jones) at one or more monthly examinations. In no case 
was it higher than normal. There is a definite tendency 


-to increased anisocytosis in pregnancy even though the 


haemoglobin, red cell count, and M.C.V. are normal. 
There does not seem to be any correlation between ab- 
normal microcytosis and anisocytosis. It is. of interest to 
note that of Elliott’s 20 normal patients 11 showed excessive 
anisocytosis. 

Boycott (1936) has suggested that an abnormal degree 
of anisocytosis is a more important sign of abnormal 
haemopoiesis than any fall in haemoglobin level. If this 
is true our findings suggest that abnormal haemopoiesis is 
a feature of normal pregnancy. Since the M.C.D. tends 
to be low it is tempting’to ascribe this to a dietary defi- 
ciency of iron. Moreover, Fullerton (1936) has calculated 
that the extra requirement of iron by the pregnant woman 
is not less than 2 mg. daily, and McCance et al. (1938) 
concluded that a satisfactory daily intake of iron during 
pregnancy would be 20 mg., an amount far higher than is 
usually supplied in most working-class or middle-class diets 
to-day. A dietary deficiency of protein might produce 
changes in the peripheral blood simulating an iron- 
deficiency anaemia. 

Moreover, clinical experience shows that in pregnancy 
an anaemia which has all the features of iron deficiency in 
the peripheral blood can be associated with a megaloblastic 


marrow reaction, and that this type of anaemia responds 
not to iron but to liver extract. It seems possible that the 
low M.C.D. associated with evidence of increased aniso- 
cytosis in pregnancy indicates a relative dietary deficiency, 
and that the increased stress of producing the material for 
the foetal red cells is shown in the altered architecture of 
the maternal erythrocytes—namely, a tendency to low 
M.C.D. with increased anisocytosis. 


Summary 

Serial estimations of haemoglobin, red cell count, mean 
corpuscular diameter, and mean corpuscular volume have been 
made during pregnancy in 16 healthy women. 

The M.C.D. shows a greater range of variation than in 
healthy non-pregnant women. 

There is evidence of abnormal haemopoiesis, indicating that 
a woman’s diet is not completely adequate to supply the needs 
of both her own and the foetal red cells. 
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DIRECT MICROSCOPICAL EXAMINATION 
OF FAECES IN INFANTS 


BY 


CONSTANCE A. C. ROSS, M.D. 
(From the University and Knightswood Hospital, Glasgow) 


The direct microscopical examination of a film of faeces 
has one great advantage over study of faeces by selective 
cultural media in that it affords a representative picture of 
the intestinal flora as a whole. The purpose of the present 
report is to record the results of such an examination of the 
faeces of infants both in health and in disease. 

This investigation originated from a study of the 
problem of gastro-enteritis in infancy, of which an out- 
standing feature is its much greater frequency in artificially 
fed infants than in the breast-fed. Moreover, it has been 
shown by various workers that breast-fed infants have a 
decided advantage over bottle-fed infants in their resistance 
to infections of various kinds (Grulee, Sanford, and Herron, 
1934; Cordua, 1935; Levi, 1941). During the past fifty 
years various attempts have been made to discover if any 
fundamental difference existed between the breast-fed and 
the artificially fed infant which might predispose the latter 
to infection,and especially to gastro-enteritis. In particular, 
the faeces have been extensively studied ever since Tissier, 
in 1900, demonstrated the pronounced difference between 
the intestinal flora of the suckling and the bottle-fed infant. 
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We have found that direct microscopical examination 
of a thin smear of faeces, stained by Gram’s method, reveals 
certain striking features not only in the intestinal flora of 
the healthy breast-fed infant and the healthy artificially fed 
infant but also in infants suffering from “ gastro-enteritis.~ 


The Intestinal Flora of Healthy Infants 


A film of faeces from a breast-fed infant presents a 
characteristic picture. The predominant organism—a thin 
Gram-positive bacillus—comprises almost 100% of the 
flora. Tissier first described this organism and named it 
Bacillus bifidus communis—later workers placed it in the 
lactic-acid group of bacilli. Cruickshank (1925) made a 
careful study of the morphology and cultural characteristics. 
It is a thin straight or slightly curved bacillus of variable 
length, with round or pointed extremities, sometimes 
arranged in pairs with one end touching, sometimes in 
groups of bacilli lying parallel to one another. The micro- 
scopical picture of a film of faeces from an artificially fed 
infant is very different. There is no predominant organism. 
About 50% of the flora consists of Gram-positive organ- 
isms, the majority of these being lanceolate cocco-bacilli 
arranged singly or in pairs. In addition, non-bacterial 
faecal material is much more abundant than in the breast- 
fed infant’s stool, and is especially so in faeces from infants 
receiving raw cows’ milk. 

We have confirmed these findings in a group of healthy 
infants under 6 months of age attending various child- 
welfare clinics in Glasgow. Specimens of faeces from 52 
breast-fed infants were examined. In 49 cases a direct 
film showed that the lactobacilli comprised 75 to 100% of 
the total intestinal flora. The three infants in whom the 
direct smear showed less than 50% lactobacilli were below 
1 month old and were all underweight. This suggests that 
these babies were not receiving an adequate supply of breast 
milk. 

In order to find out at what period after birth the 
Lactobacillus bifidus gains predominance in the intestinal 
flora, specimens of faeces from 38 newly born infants (aged 
a few hours to 14 days) were examined. It is evident from 
Table I that for the first 48 hours after birth the faeces 
often show no bacterial flora. However, in all the breast-fed 
infants over 6 days old the lactobacillus was found to be 
the predominant organism. 

In. contrast with these findings in breast-fed babies, 
Table II shows that in a large proportion of the specimens 
of faeces from 46 artificially fed infants lactobacilli were 
scanty or absent. (By far the greatest proportion of these 


TaBLe I.—Lactobacilli in Faeces of Breast-fed Infants from Birth 











to 14 Days 
0-2 3-6 7-10 11-14 
Days Days Days Days Total 
Laetobacilli over 50%. . 3 11 9 3 26 
Lactobacilli 10-50% 2 5 ~— — 7 
No organisms present 5 — —_ _ 5 
Total .. a 10 16 9 3 38 




















Tasie II.—Lactobacilli in Faeces of Artificially Fed Infants 











2 Weeks— 1-2 2-3 34 4-5 5-6 | Total 
1 Month | Months | Months | Months | Months | Months 
Lactobacilli 
over 50%. . as 1 — -- 1 — 2 
Lactobacilli 
10-50% .. _ 3 3 3 1 1 11 
Lactobacilli : 
scanty or 
absent .. 1 15 _ 9 5 33 
Total .. 1 19 3 - 92 7 4 46 


























infants were receiving National Dried Milk, a few were 
being fed on diluted cows’ milk, and two infants were on 
a proprietary milk.) 


Microscopical Examination of Faeces in Infants with 
“ Gastro-enteritis ” 


The diagnosis of gastro-enteritis in infancy comprises 
a wide variety of upsets, which are generally placed in one 
of the following three groups: (a) dietetic diarrhoea : 
(b) diarrhoea due to a parenteral infection ; and (c) true 
gastro-enteritis, in which no apparent cause for the diar- 
rhoea can be discovered. The distinction between these 
three groups is by no means absolute: an infant who appears 
to have a mild dietetic diarrhoea on admission may become 
badly dehydrated and run the course of a true gastro- 
enteritis. A direct film of the faeces of 75 infants admitted 
to the ward with the diagnosis of “ gastro-enteritis ” showed 
certain interesting features, The patients were placed in 


TaBLe III.—Gram-positive Organisms on Admission Film, and Type 
of Enteritis 





Gram-positive Organisms 





Total 
+ + ++ |+++]| Cases 





Dietetic diarrhoea és —s 2 7 14 23 
Parenteral infection present “ae 4 (1) 11 (1) i” 11 35 (2 
True gastro-enteritis  . - 9 8 (3) — — 17 & 





Total .. “6 13 (1) 21 (4) 16 25 75 (5S) 




















(Figures in parentheses indicate deaths) 
++ = 25-50% of total flora. 
+++ = over 50% of total flora. 


; = fous then 25% of total flora. 
one of the three groups described, in accordance with the 
clinical history and clinical signs. The faecal smears were 
examined without consideration of the clinical findings 
In view of the obvious difficulty of conducting an actual 
bacterial count, the proportion of Gram-positive organisms 
in the smear was estimated in four rough categories as 
shown in Table III. 

It will be seen from Table III that in the majority of 
cases of dietetic diarrhoea the intestinal flora showed Gram- 
positive organisms in the “ normal” proportion for artifici- 
ally fed infants. This was in marked contrast to the micro- 
scopical picture presented by the specimens from infants 
suffering from true gastro-enteritis. In this group the pro- 
portion of Gram-positive organisms never rose above 25% 
of the total flora, and in 9 of the 17 cases the Gram-positive 
organisms were scanty. 

It may be that any severe diarrhoea will itself cause a 
shift towards a Gram-negative flora. Such a view finds 
support from the fact that in the group of dietetic cases 
the diarrhoea was mild and short-lived and clinical signs 
of dehydration were usually absent, whereas in the true 
gastro-enteritis group the diarrhoea was moderate or severe 
and there was always some degree of dehydration present. 
In those cases with parenteral infections the severity of the 
diarrhoea and dehydration varied considerably, and, as seen 
from Table III, the proportion of Gram-positive organisms 
was also very variable. Some of our gastro-enteritis cases 
were treated with oral aerosporon or streptomycin. These 
antibiotics destroyed the Gram-negative organisms in the 
intestinal flora, gradually producing a completely Gram- 
positive picture. Direct smears taken during treatment 
with aerosporon or streptomycin were thus of little value. 
However, of the patients who died, two infants suffering 
from true gastro-enteritis received no chemotherapy, and it 
was of interest to note that their faecal smears showed 4 
progressive decrease in Gram-positive organisms until. 
prior to death, the flora- was almost completely Gram- 
negative. 
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Discussion 


These results are considered to be worth recording in 
view of the findings of McFarlan, Crone, and Tee (1949). 
These workers studied the flora of the throat and rectum 
of infants in two maternity units, by cultural methods and 
by direct microscopical examination. They found a higher 
incidence of coliform bacilli in the artificially fed infants 
than in the breast-fed infants, and suggested that their 
methods might be applied to the investigation of neonatal 
diarrhoea. As a result of the present investigation we feel 
that, in babies suffering from enteritis, the direct micro- 
scopical examination of a film of faeces is of considerable 
value. A marked shift towards a Gram-negative flora is 
likely to indicate a severe degree of enteritis, probably with 
a bad prognosis. It cannot yet be decided whether a Gram- 
negative flora is the result of increased intestinal hurry or 
whether proliferation of Gram-negative organisms initiates 
diarrhoea. 

The present study demonstrates the pronounced differ- 
ence between the intestinal flora of the healthy breast-fed 
infant, the healthy bottle-fed infant, and the infant acutely 
il with gastro-enteritis. Within recent years much work 
has been done on the synthesis of nutrients by intestinal 
organisms, and one would imagine that the nutrients syn- 


thesized by the lactobacillary flora would be very different } 


from those synthesized by the heterogeneous flora found in 
the infant receiving artificial feeds. Moreover, the relative 
absence of lactobacilli from the stools of artificially fed 
infants might indicate a deficiency of certain factors in 
cows’ milk which are perhaps essential not only for the 
growth of these organisms but also for the infant’s adequate 
nutrition and resistance to infection. 


Summary 

Direct microscopical examination of faecal smears was made 
in 52 breast-fed infants. In 49 cases Lactobacillus bifidus 
was the predominant organism. Of direct smears from 46 
artificially fed infants lactobacilli were scanty or absent in 33. 

In faecal smears from 38 newly born infants the lactobacillus 
was predominant in all those over 6 days old. 

Of 75 infants admitted to hospital with the diagnosis of 
enteritis, those showing a large proportion of Gram-negative 
organisms in their faecal smears were severely ill. 

The possible relationship of the intestinal flora to the infant’s 
health is discussed. 


This investigation has been carried out under a grant from the 
Scientific Advisory Committee. I wish to thank Dr. T. Anderson for 
his constant guidance and for his help with the manuscript of this 
article. 
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The Ministry of Health has issued a revised edition of a 
booklet which originally appeared in 1942 on “ The Feeding 
of Children from One to Five Years” (H.M.S.O., 6d.). It is’ 
intended mainly to advise on the feeding of groups of pre- 
school children in nurseries and elsewhere, but it may also be 
of help to individual parents and guardians. The normal and 
Priority rations available to children are listed, and the booklet 
includes a number of useful recipes. The last section gives 
some homely advice on educating the child in sound feeding 
habits, making the point that the food should be attractive and 
varied, and served in as pleasant surroundings as possible. 


CHLORAMPHENICOL AND THE 
VENEREAL DISEASES 


BY 


R. R. WILLCOX, M.B., B.S. 


Physician in Charge, V.D. Department, King Edward VII 
Hospital, Windsor; Consultant in Venereology, St. Mary’s 
Hospital, London 


“ CHloromycetin,” which is prepared from the cultures of 
Streptomyces venezuelae, has been synthesized and given 
the name chloramphenicol. It is supplied in capsules of 
0.25 g. for oral use. Apart from its important effects upon 
the organisms of typhus and typhoid fevers, undulant fever, 
and primary atypical pneumonia, as has “ aureomycin,” it 
has considerable application in the field of venereology, for 
it has some action on most of the known venereal diseases. 

The following case reports indicate that it is effective to 
some extent on the organisms of syphilis, gonorrhoea, and 
soft sore (chancroid). 


Case 1: Sero-negative Primary Syphilis 
A young male native from Nyasaland reported on Septem- 
ber 30, 1949, with an indurated chancre of the prepuce and 
typical bilateral syphilitic inguinal glands. He had had the 
lesions for fourteen days, having contracted the disease two 
weeks previously. Treponema pallidum was found without 
difficulty, but the serum Wassermann reaction was negative. He 
was given three 0.25-g. capsules of chloramphenicol on the first 
day, and thereafter two capsules a day until he had had eleven 
in all,(total, 2.75 g.) Although the dark field was still positive 
at 24 hours and again at 48 hours, it was negative at 72, 96, and 

120 hours, and by the sixth day the sore had healed. 


Case 2: Sero-positive Primary Syphilis 


A male native of Southern Rhodesia had an indurated sore 
in the coronal sulcus of seven days’ duration, and the left 
inguinal glands were enlarged and tender. T. pallidum was 
seen in the dark field and the Wassermann reaction of the 
blood was strongly positive. His most recent exposure to infec- 
tion was only ten days previously, and it was considered likely 
that a chancroid infection had been superadded. 

He was given three 0.25-g. capsules of chloramphenicol on 
the first day and subsequently one capsule twice a day to a total 
of seven (1.75 g.). The dark field was negative at 24 hours and 
again 48 hours after the onset of treatment, but by the third day 
the sore had healed. Meanwhile the inguinal glands had lost 
their tenderness within 24 hours. 


Case 3: Secondary Syphilis 


A young adult male native of Southern Rhodesia attended 
with scrotal ulceration and typical condylomata lata around the 
anus with mucous patches on the buccal mucous membrane, 
lips, and tongue. The dark field was teeming with T. pallidum 
and the Wassermann reaction of the blood was strongly positive. 
He was given three 0.25-g. capsules of chloramphenicol-on the 
first day, followed by one capsule twice a day to a total of 
twelve (3 g.). The dark field was negative at 24 hours and the 
lesions had all healed by the ninth day. When he was used for 
demonstration purposes at a medical meeting on the eleventh © 
day nothing abnormal was to be seen. 


Case 4: Secondary Syphilis 


Another male native of Southern Rhodesia also had obvious 
lesions of secondary syphilis with hypertrophic condylomata 
lata on the penis, scrotum, around the anus, and on the inner 
thighs. There was also a large papular rash. 7. pallidum was 
readily seen in the dark field, and the Wassermann reaction was 
strongly positive. 














468 Fes. 25, 1950 


CHLORAMPHENICOL AND THE VENEREAL DISEASES 


BrRITisH 
MEDICAL JOURNAL 





He was given three 0.25-g. capsules of chloramphenicol on 
the first day, followed by one capsule twice a day to a total of 
eleven (2.75 g.). The dark field was negative at 24 hours and 
again at 48, 72, and 96 hours. The lesions healed very rapidly, 
and after a week he was discharged under observation. 

Two cases of gonorrhoea—one simple and one 
complicated—were also treated with chloramphenicol. 


Case 5: Simple Gonorrhoea 


A young male native reported with a profuse purulent 
urethral discharge of seven days’ duration, in a smear of which 
Gram-negative intracellular diplococci were demonstrated. The 
urine was hazy in both glasses ; there were also two small sores 
on the glans penis, and the right inguinal glands were enlarged 
and tender. Dark-field examinations of material from the sores 
and the serological tests for syphilis were negative, and it was 
considered likely he had a superadded chancroidal infection. 

He was given a single capsule of 0.25 g. of chloramphenicol, 
and 24 hours later there remained only a watery urethral dis- 
charge in which no gonococci could be found ; the small sores 
had practically disappeared and the inguinal glands were no 
longer tender. Some urethral moisture persisted during the next 
three days, but no gonococci were seen in the smears. The 
urine, however, did not clear, and a microscopical examination 
revealed the eggs of Schistosoma haematobium, for which 
condition he was subsequently treated. 


Case 6: Gonorrhoea Complicated by Prostatitis and an 
Abscess of Cowper’s Gland 


An indigenous native of Southern Rhodesia reported with a 
purulent urethral discharge of only two days’ duration in which 
gonococci were found without difficulty. The urine was hazy in 
two glasses, and in addition there was an abscess of tHe left 
Cowper’s gland, which had burst and was discharging. No 
gonococci were seen in smears taken from the abscess, although 
there was an abundance of pus cells. Rectal examination 
revealed an enlarged, boggy, tender prostate. 

He was given one 0.25-g. capsule of chloramphenicol orally 
twice daily for three and a half days (total, 1.75 g.). The urethral 
discharge abated at once and urethral smears taken from the 
mucoid urethral discharge at 24 hours, or from the dry urethra 
at 48 and 72 hours, contained no demonstrable gonococci ; by 
that time the urine was also quite clear. The abscess likewise 
rapidly healed, and a rectal examination performed before dis- 
charge, just six days after the onset of treatment, showed that 
the prostate had decreased markedly in size and was no longer 
tender. 


Chancroid 


Except for the unconfirmed examples of mixed infection 
already quoted there was unfortunately not enough of the 
drug available to employ on definite clinical casés of soft 
sore. However, advantage was taken of the experimental 
infection, for if 0.05 ml. of unsterilized fluid taken from 
a chancroidal bubo is injected intradermally it will produce 
within 48 to 72 hours a pustule which, if the patient is 
untreated, will assume the characteristics of a chancroidal 
ulcer. If, on the other hand, penicillin and sulphonamides 
are systemically administered while the condition is in the 
pustular stage ulceration will be avoided. Also if drugs 
curative to chancroid, such as penicillin, sulphonamides, 
streptomycin, and aureomycin, are given at the time of 
inoculation, the entire reaction is aborted, apart from an 
occasional non-tender papule at 48 hours. 

Three of the above syphilitic patients treated with 
chloramphenicol were therefore inoculated with bubo fluid 
of proved virility immediately before their treatment with 
the antibiotic. The reactions on their arms were entirely 
negative. An additional case of granuloma inguinale was 
also treated, apparently successfully. 


Summary 


Four cases of early syphilis—one of sero-negative primary. 
one of sero-positive primary, and two of secondary syphilis— 
have been treated with 7-12 capsules (1.75-3 g.) of chlor- 
amphenicol over three to five days. , In all of them dark-field 
examinations showed T. pallidum before treatment. In three 
the dark fields became negative within 24 hours and in the 
fourth at 72 hours. All of the lesions healed in an average of 
6.25 days. 

Two cases of gonorrhoea—one simple and one complicated 
by an abscess of Cowper’s gland and prostatitis—were also 
treated with chloramphenicol with satisfactory results. 

The drug successfully prevented the experimental inoculation 
of chancroid in three cases. 

Although it is not suggested that the amounts given are 
necessarily curative, it is concluded that chloramphenicol is 
another powerful weapon in the treatment of venereal diseases. 


The above work was carried out in the course of a venereal 
diseases investigation conducted for the Health Department of the 
Government of Southern Rhodesia, to whom due acknowledgments 
are expressed. I would like also to thank Dr. A. J. V. Wilkins, 
Medical Officer of Health, Salisbury, Southern Rhodesia, and the staff 
of the lazaretto for their assistance. 








Medical Memoranda 








Traumatic Enlargement of Clitoris 


The unusual appearance of the clitoris and the dexterity 
of the young patient in producing this effect are reasons 


for recording this case. 
CaSE REPORT 


A girl aged 11 was seen one evening in the casualty depart- 
ment of the Radcliffe Infirmary, Oxford, suffering from a tender 
swelling of the vulva. On questioning, she said that she had 
felt some discomfort whilst at school in the morning of the 
day of admission, and on going to the lavatory noticed a swell- 
ing. The swelling had not been present on the previous day. 
nor had she injured herself in any way. Since the morning the 
swelling had increased in size, making walking or playing games 
difficult, and she had been sent home from school during the 
afternoon. She had no real difficulty in passing water. 

The patient was a healthy well-developed intelligent child. 
Past history revealed that she had been admitted to hospital 
at the age of 5, suffering from traumatic asphyxia after being 
knocked down by a 
lorry. She slept with 
a younger sister aged 
4. She enjoyed the 
companionship of 
other children but on 
the whole preferred to 
read books by herself. 


On examining the 
vulva a tense swelling, 
deep red in colour 
and at least 1 in. 
(2.5 cm.) in diameter, 
arising from the 
region of the clitoris 
was seen. Further 
examination was 
limited by the tender- 
ness of the swelling 
and the nervousness 
of the patient. The 
diagnosis to my mind 
lay between strangu- 
lation of the clitoris, 
haematoma of _ the 
clitoris, and prolapse 











Photograph showing the appearance of 
the clitoris after the constriction had been 
released. 
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of the urethra : the last possibility was unlikely because of the 
freedom from urinary disturbance. 

Operation.—One hour later the child was taken to the theatre 
and anaesthetized and a further examination was carried out. 
The swelling had increased in size, and purple-black areas, in 
addition to a large blister, were present on its surface. It com- 
prised the prepuce.and glans clitoris, which were much engorged 
and presented as two distended shiny prominences. At the base 
of the swelling one could feel a firm constriction, so beneath 
this a probe introducer was placed and the constriction divided. 
A fine thread about 1 in. in length, with closely cut knot at 
one end, was found to be the cause of the strangulation. The 
urethra, vagina, and rest of the vulva were normal. 

The following morning the swelling was less congested, and 
10 days later the clitoris had assumed its normal appearance. 
I was very puzzled to know how the thread came to be round 
the clitoris. After a short conversation with the child she 
admitted that she had twisted a piece of cotton round the 
skin in front, but gave no reason for doing so. 

It is interesting to note that for homework she had to 
write an essay on “ life in hospital.” We may assume that 
her brief visit to the Radcliffe Infirmary would add con- 
siderable local colour to this literary effort. Should this 
young lady contemplate taking up surgery as a career, her 
ability to tie knots in any situation would be, I think, 


unchallenged. 


This case was shown at the Section of Obstetrics and Gynaecology 
of the Royal Society of Medicine on March 18, 1949. 


JEAN BuRTON-BROowN, M.D., F.R.C.S., 
M.R.C.O.G., 


Nuffield Department of Obstetrics and Gynaecology, 
University of Oxford. 


Pyometra after Pelvic Floor Repair 


Pyometra is a well-recognized complication of carcinoma 
of the body of the uterus or of the cervix, especially after 
stenosis by radium, but the following case seems to be 


unique. 
CASE REPORT 


A married woman aged 65 was admitted to hospital on 
October 30, 1948, suffering from acute retention of urine. In 
January, 1948, she underwent operation at another hospital for 
removal of a cervical polyp and repair of the pelvic floor. 
Nine months later she was readmitted on account of rectal 
discomfort, and underwent a second perineorrhaphy. Two 
days after her discharge following this second operation she 
developed complete retention of urine, and had been catheter- 
ized twice daily for five days when I first saw her. The last 
two attempts at catheterization had failed to produce any 
urine. 

On examination she looked ill and complained of consider- 
able abdominal pain. She was extremely dehydrated, with a 
dry brown tongue and dry lips. Her temperature was 100.4° F. 
(38° C.) and pulse 96. The fundus of the bladder, which was 
acutely tender, was just below the umbilicus. Pelvic examina- 
tion showed a pronounced forward displacement of the posterior 
vaginal wall, which was oedematous. The stump of the 
amputated cervix was just palpable and felt normal. Rectal 
examination revealed a tender cystic mass which was not dis- 
placeable filling the pouch of Douglas. The provisional 
diagnosis was a twisted ovarian cyst incarcerated in the pelvis 
and presumably by this time gangrenous. 

An anaesthetic was required for the passage of a catheter, 
which produced 45 oz. (1.28 litres) of foul-smelling urine con- 
taining macroscopic pus and shreds of mucosa. The whole 
picture was one of obstructive retention of urine, with severe 
secondary cystitis and commencing sloughing of the bladder 
mucosa. 

At operation, after the patient had received 3 litres of 
glucose-saline intravenously, the pelvic mass was found to con- 


sist of the body of the uterus in the shape of a large soft 
thin-walled sac of a dusky mottled colour lying retroflexed and 
firmly incarcerated below the promontory of the sacrum. With 
difficulty this was manceuvred out of the pelvis and a subtotal 
hysterectomy carried out. During the process of displacing the 
uterus upwards the posterior wall, which was completely 
necrotic along the line of retroflexion, ruptured and about 
1 pint (568 ml.) of foul-smelling purulent fluid poured into the 
lesser pelvis. This was removed by suction and swab, and there 
was no soiling of the major abdominal cavity. Examination of 
the cervical stump showed no evidence of neoplasm. A 
drainage tube was inserted through the posterior fornix and the 
cervical stump covered with penicillin-sulphonamide powder 
before closing the abdomen. 

Examination of the excised uterus revealed several intramural 
myomata, with one submucus myoma the size of a pigeon’s egg. 
The pathologist reported that the uterine cavity had been com- 
pletely denuded of endometrium by an acute inflammatory 
process. There was also acute myometritis but no evidence of 
any malignant change. Culture of the pus was sterile. 

The post-operative progress was surprisingly uneventful, and 
catheterization was required only once. The urine was free of 
pus cells at the end of ten days, and the patient was out of bed 
on the fourteenth day. 

When re-examined at the follow-up clinic two months later, 
she had put on 10 Ib. (4.54 kg.) in weight, and the pelvis 
appeared quite healthy. Cystoscopy showed a healthy bladder 
mucosa and both ureters functioning normally. 


COMMENT 


The following facts emerge from this case : (1) Pyometra 
due to cervical stenosis is presumably often sterile, and 
pelvic spill of the contents is not a major disaster. 
(2) Amputation of the cervix, which is part of the standard 
procedure in the- Fothergill type of operation, should be 
carried out with due care to prevent subsequent stenosis, 
even in patients well past the menopause, and elimination 
beforehand of uterine pathology is particularly important. 

Two conditions are essential for the development of 
pyometra—secretion from the endometrium, and obstruc- 
tion at the outlet. 

It seems probable that amputation of the cervix would 
result in many more cases of pyometra but for the follow- 
ing facts. (1) Before the menopause, as has now been 
shown by Sjévall (1938) and by Wollner (1942), the tall 
cylindrical epithelium of the endocervix reacts to the 
oestrogenic stimulus, and under this influence rapid 
regeneration takes place. Thus opposing raw surfaces are 
rapidly epithelized and adhesions are prevented. This 
rapid epithelization also prevents the local ingress of infec- 
tion, with its follow-up of adhesion of opposing granulating 
surfaces or of fibrosis and rigidity of the cervix. (2) After 
the menopause the normally atrophic endometrium is non- 
secretory ; therefore, even with complete cervical stenosis, 
there is no intrauterine accumulation. 

It is conceivable that some cases of trigonitis which 
persist after a good anatomical pelvic floor repair are due 
to lesser degrees of this type of stenosis endometritis, as 
the lymphatic and blood vessels of the lower uterine 
segment are in intimate communication with those of the 
base of the bladder. 


I would like to express my thanks to Mr. Melbourne Thomas, the 
medical superintendent, for permission to publish this case, and 
to Dr. D. C. Taylor for the report on the pathological details. 

R. Hopkinson, F.R.C.S.Ed., 
Gynaecolog.st, East Glamorgan Hospital. 
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THE ORIGIN OF MAN 


Finding the Missing Link. By R. Broom, D.Sc., LL.D., 
F.R.S. (Pp. 104. 6s.) London: Watts and Co. 1950. 
Dr. Broom, a veteran palaeontologist who has gained great 
distinction for his studies of mammal-like reptiles, is now 
also well known for his discoveries in South Africa (from 
1936 onwards) of fossil remains of those very remarkable 
ape-like creatures the Australopithecinae. The unexpected 
combination in these fossils of simian characters with 
characters approximating to those of primitive hominids 
has quite naturally led to considerable controversy. But, 
quite apart from the evolutionary significance of the dis- 
coveries, they are remarkable for their great abundance. 
So far, the remains of between 30 and 40 individuals have 
been found (including a practically complete skull), in most 
cases as the direct result of Dr. Broom’s personal initiative 

and energy. 

The title of his small book indicates Dr. Broom’s own 
interpretation of these fossils, and, while the term “ missing 
link ” will certainly be frowned upon by some anthropolo- 
gists, it is perhaps justified as a popular expression of the 
fact that the ape-like Australopithecinae do present a 
oumber of curiously human characters which have now be- 
come widely recognized as having considerable significance. 
Dr. Broom is somewhat caustic in his attitude towards 
those who expressed a cautious reserve when the first 
Australopithecine skull to be found—the Taungs skull— 
was described by Professor Dart in 1925, but those who 
know the author personally will accept the apparent 
pungency of his remarks for the good-humoured criticism 
which it really represents. 

This book is essentially a personal account of Dr. 
Broom’s own excavations, with a short popular descrip- 
tion and a few illustrations of the more important of his 
discoveries. No doubt the most convincing evidence for 
his thesis that these extinct creatures are at least rather 
closely related to'the early ancestors of Man is provided 
by the pelvis found at Sterkfontein, particularly since this 
evidence was later supplemented by the independent dis- 
covery of part of a second pelvis of the same type at 
another site (200 miles distant) which had also yielded 
remains of Australopithecine skulls and jaws. Some of 
Dr. Broom’s views on the problem of human evolution 
(for example his support of Weidenreich’s thesis that 
certain of the early hominids in Java were true giants) 
are not likely to find acceptance while the fossil evidence 
in this field is still so meagre, but no palaeontologist can 
doubt the outstanding importance of his discoveries in South 


Africa. 
W. E. Le Gros CLARK. 


BONE TUMOURS 


Neoplasms of Bone and Related Conditions. By Bradley L. 
Coley, M.D. (Pp. 765; 622 illustrations. $17.50.) New 
York : Paul B. Hoeber, Inc., Medical Department of 
Harper and Brothers, of New York. 1949. 


Dr. Coley follows in the footsteps of his father, whose name 
is remembered for his investigations into the treatment of 
malignant tumours, particularly bone sarcomas, with 
bacterial products. The present work is the result of 
the author’s extensive and special experience gathered over 
25 years in New York's Memorial Hospital, where he has 
worked in a department largely concerned with the clinical 
study of bone tumours. The book is essentially a practi- 


cal one, and although discussions of pathological histology 
and classification occupy little space in it (in contrast with 
“ Geschickter and Copeland,” a forerunner in the subject) 
the pathology given is, on the whole, very sound. Empha- 
sis is continually given to the role that tissue pathology 
can play in diagnosis, treatment, and prognosis, and Coley’s 
estimate of this often-disputed matter seems to me to be 
a balanced one. He speaks with considerable experience 
of aspiration biopsy and commends it, though with full 
awareness of the problems occasioned by this diagnostic 
approach in assessing the malignancy of certain types of 
lesion. In this connexion his comments on cartilaginous 
tumours, on malignancy in giant-cell tumours, and on the 
problems arising in the diagnosis of myositis ossificans are 
noteworthy. 

It is only when he is describing unusual or debatable 
types of bone tumour—such as Ewing's sarcoma, adamanti- 
noma of long bones, angiosarcoma, or reticulum-cell 
sarcoma—that one could wish for a more factual presenta- 
tion of Coley’s own material. This applies particularly to 
the pathology of the cases he discusses, and sometimes 
makes it impossible to determine the grounds on which 
particular diagnoses were made. 

Chapters on technical aspects of surgical treatment and 
irradiation add to the practical value of the book, while a 
variety of non-tumour conditions of bone are discussed— 
largely from the standpoint of differential diagnosis. The 
remaining virtue of the book is an excellent bibliography, 
but it is to be regretted that quite a number of important 
papers listed in it receive no mention in the text. 

H. A. Sissons 


SCIENTIFIC BASIS OF MANIPULATION 


The Science and Art of Joint Manipulation. By James 
Mennell, M.A., M.D. Volume 1.—The Extremities. 
Second edition. (Pp. 215; illustrated. £1 4s.) London: 
J. and A. Churchill. 1949. 


This book has been revised carefully for the second edition 
In the opening chapters the author discusses fully and 
usefully manipulative treatment and its acceptance by the 
medical profession. While he is enthusiastic about its 
value, as judged from his own extensive experience, he 
admits that hitherto its acceptance by the ordinary medical 
practitioner has been difficult because the anatomical con- 
ceptions on which the treatment was based—by unqualified 
manipulators—were scientifically unsound. Moreover, 
without adequate safeguards manipulation was potentially 
harmful. Dr. Mennell’s aim has been to remove these 
obstacles to a general acceptance of manipulative treatment 
by placing it upon a sound scientific basis and by stressing 
the importance of discrimination in its use. In part he 
has succeeded. But some of the hypotheses advanced as a 
basis for manipulative treatment will still prove unaccept- 
able to many. For example, the significance of shortening 
of the ilio-tibial band as a cause of low-back pain and 
sciatica will be disputed; and “binding” of the sacro- 
iliac joint can hardly be regarded as a satisfactory explana- 
tion when a man is “struck down with paralysing pain 
while swinging the engine of a reluctant car.” 

The second and major section of the book describes in 
detail the technique of manipulation of the individual 
joints. Each method is described clearly and illustrated 
fully by good photographs and diagrams. The risks asso. 
ciated with injudicious manipulation are emphasized and 
the precautions necessary for the avoidance of complica- 
tions are listed. Here and there a claim is made that may 
not seem to be fully justified—for instance, that the pro- 
gress of early osteoarthritis of the hip may be checked 
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permanently by manipulation. But such criticism must 
be of a minor nature. This section is a valuable contri- 
bution which will serve as a useful guide to every surgeon 
or physician who undertakes joint manipulation, whatever 
his views on its merits and indications. In brief, the book 
is excellent for its description of how a joint should be 
manipulated : it is less convincing as an exposition of why 
manipulation should be successful. 
J. C. ADams. 


INFANT FEEDING 


Its Physiological Basis. By F. 


infant Nutrition. W. 
(Pp. 256. £1 1s.) Bristol: John 


Clements, M.D., D.P.H. 

Wright and Sons. 1949, 
Dr. F. W. Clements is already well known for his contri- 
butions on the scientific background of nutrition. In his 
new book he has collected much valuable material, on 
which he gives a critical commentary of a high standard. 
Dr. Clements, formerly of Australia, is now chief of the 
autrition section of WHO, and it is perhaps appropriate 
that he should have produced evidence finally demolishing 
the percentage system of infant feeding with so-called 
“ humanized ” milk, a system which had its origin in an 
adjacent part of the Commonwealth and still has 
advocates there. 

Dr. Clements rightly pays attention to the protein con- 
tent of milk for infant feeding. The majority of paedia- 
tricians will value his statements that total protein content 
is an unsatisfactory basis on which to compare cows’ and 
human milk, and that, “in order that an artificially fed 
infant shall, on the average, retain as much protein as a 
breast-fed infant, it should be given a mixture that contains 
twice as much protein as is present in the average human 
milk.” But the author’s emphasis on protein requirements 
perhaps leads to a suggestion of the possibility of poor 
quality in breast milk. This cannot be common, and is 
unfortunately often used erroneously as an excuse for 
weaning on to cows’ milk. This is a small point of criti- 
cism, and for the rest of the book there can be nothing 
but praise. The chapters on foetal nutrition are a parti- 
cularly valuable contribution to a subject of increasing 


importance. 
P ALAN MONCRIEFF. 


VARICOSE VEINS 


The Clinical Management of Varicose Veins. By David 
Woolfolk Barrow, M.D. Foreword by Arthur W. Allen, 
M.D. (Pp. 155; illustrated. £1 5s.) London: Cassell 
and Co. 1949, 
This book is based on the author’s own experience with 
approximately 2,500 patients with varicose veins. There 
are good accounts of the anatomy, physiology, and patho- 
logy of the superficial venous system. The normal varia- 
tions of the short saphenous vein are described in detail and 
the importance is stressed of communications between the 
internal saphenous vein and the deep veins in the leg, especi- 
ally in relation to ulceration. The physiology of blood flow 
in the superficial veins is discussed, but the statement on 
p. 15 that the normal direction of blood flow in the foot 
is from the deep to the superficial veins is contradicted 
on p. 66. The role of the endocrines in aetiology is dis- 
missed rather lightly, though with women the relevant data 
are certainly strongly suggestive. The various tourniquet 
tests for localizing incompetent valves and perforating 
branches are described in detail, and the difficulties of their 
interpretation are pointed out. Injection treatment follows 
the usual lines, but is confined to patients with a nega- 
tive Trendelenburg test, and quinine—urethane solution is 
generally favoured. 





The advocated combination of surgery and injections will 
not be likely to find general favour in this country, since 
the stripping operation is performed, with complete removal 
of the internal saphenous vein from the groin to the internal 
malleolus. The author admits the technical difficulties of 
the procedure, the frequency of complications, and the 
relatively high number of failures. Cases with incom- 
petence of many perforating veins are treated by the 
extensive Linton operation. The sections on the treatment 
of ulceration, eczema, and thrombophlebitis are not very 
lucid. No method of treatment of ulceration can be 
regarded as satisfactory which necessitates the patient’s 
wearing a permanent support after treatment. Sympath- 
ectomy and femoral ligations in ulceration are surely over- 
rated. The book as a whole is well written, well illustrated, 
and contains a good bibliography. Some of the sections on 
treatment are, however, rather inconclusive and uncritical 

REGINALD T. Payne. 


HANDBOOK ON OCCUPATIONAL DISEASE 


A Guide to the Diagnosis of Occupational Diseases. By 

the staffs of the Industrial Health Division, Department 

of National Health and Welfare, Ottawa, and the Division 
of Industrial Hygiene, Department of Health for Ontario. 

Published by authority of the Canadian Minister of 

National Health and Welfare. (Pp. 317. $1.) 

This book presents to the general practitioner who is not 
likely to meet a high proportion of patients with occu- 
pational diseases in his practice a means of quick reference 
to the diagnosis of such diseases. The first chapter gives a 
brief introduction to the subject, and includes the usual 
modes of expression for the maximum allowable concentra- 
tions of atmospheric contaminants. The recommended 
M.A.C. for each harmful substance: is presented in an 
orderly way. This preventive aspect of the subject is 
rather sketchily described, being insufficient for the expert 
and out of the province of the general practitioner. The 
second chapter lists the potential hazards of occupations, 
the latter being arranged in alphabetical order. This is 
followed by brief and accurate accounts of harmful con- 
ditions and substances. A good description of occupational 
dermatosis is given, and the book concludes with a chapter 
of practical importance to Canadian physicians on the 
Workmen’s Compensation Acts. 

In no way does this work pretend to take the place of 
the general manuals of occupational disease, and it would 
be unfortunate if: students used it as such. The presenta- 
tion of the material is clear and concise, and there are no 
important omissions. It admirably fulfils the role of 
reference manual to the diagnosis of occupational disease 
and it will probably be used as a “cram” for higher 
examinations in this subject. 

DoNnALD HUNTER. 


STUDY OF METASTASES 


Krebsmetastasen. By Dr. Hans E. Walther. Foreword by 

Professor H. von Meyenburg. (Pp. 560; 293 illustrations. 

60 Swiss francs.) Basle: Benno Schwabe. 1948. 
Impressed by the varied manifestations of metastasis, witb 
its ever new and difficult clinical problems, Dr. Walther, 
a practising radiologist, embarked on a detailed study of 
the subject; the outcome is this large, handsome, and 
expensive volume, Cancer Metastases. The first part dis- 
cusses on orthodox lines the general pathology of meta- 
stasis. The account of dissemination by blood and lymph 
is detailed, and it is clarified by some admirable diagrams. 
The second part, based on the records of 3,433 autopsies 
on cancer patients carried out in Zurich during the years 
1927-41, describes special pathology. The primary and 





TRE TS 


SS a 








REVIEWS 


BRITISH 
MEDICAL JOURNAL 





472 Fes. 25, 1950 
secondary tumours of each organ are described in turn. 
The book is in general comprehensive and reliable, though 
the author’s faith in the adequacy of hydrodynamic 
principles to account for almost all the phenomena of 
metastases will not be shared by many who have studied 
the subject. 

Exemption from the economy standards familiar in this 
country allows lavish production with abundant and good 
illustrations, but does not encourage brevity. The book 
could be shorter with profit to the reader’s time and purse. 
It is nevertheless welcome as a solid and systematic study 
of a subject which has not received attention commensurate 
with its clinical importance, and it usefully supplements, 
but does not supersede, the shorter but more stimulating 
monograph by Willis on the spread of tumours in the 


human body. 6 te 
. FouLDs. 


NURSING HISTORY 


A General History of Nursing. By Lucy Ridgely Seymer, 
M.A.(Oxon), S.R.N. Second edition. (Pp. 332; illustrated. 
£1 ls.) London: Faber and Faber. 1949. 


Mrs. Seymer speaks of her work as a historical sketch, 
but it is an authoritative work, especially welcome in its 
second edition. It gives in historical perspective a valuable 
outline of the development of nursing. The author cleverly 
puts before her readers the origin of nursing in primitive 
society, in the early Christian era, and from the Reforma- 
tion and Renaissance to the end of the eighteenth century. 
She then describes more fully the development of nursing 
under Florence Nightingale in the nineteenth century, 
nursing in the Red Cross, and in the Services of the Crown. 
The development of the nurse-training schools in most 
parts of the world and the development of nursing 
education are briefly but ably depicted. 

An outline is given of the development of public-health 
nursing and psychiatric nursing. Mention is made of male 
nurses and prison nursing. An entire chapter is devoted 
to State recognition of nursing with the development of 
nursing divisions in the Ministries of Health and National 
Insurance and in pensions schemes. 

There are three appendices. The first gives a list (not 
quite complete) of nursing magazines of a national charac- 
ter. Appendix C is of special interest and worthy of 
close study as it describes the national associations, the 
year of their foundation, the membership, and (where there 
is State registration) the total number of nurses in each 
country. In Great Britain there are 46,900 members of the 
national associations out of a potential 129,425, and in 
France only 4,000 out of a possible 31,000, differences 
showing that the national associations are not sufficiently 
representative of the nurses of the country. This is an 
excellent reference book, and good reading. 

EVELYN C. PEARCE. 


Few books on bacteriology deal predominantly with technique and 
fewer still are generally suited for use by technicians. Bacteriological 
Technique, by W. W. W. McEwen (J. and A. Churchill, 1949, pp. 293, 
15s.), is aimed at filling this need. It treats some aspects of its subject 
well, such as equipment and its maintenance, the care of animals, 
microscopy, and certain serological methods. Numerous formulae for 
stains and media are given and instructions for examining some kinds 
of specimens, but there are unfortunate omissions: the chapter 
on sputum deals with examination only for tubercle bacilli (cuitiva- 
tion not being mentioned), and pus, cerebrospinal fluid, and serous 
fluids are disregarded. The method advocated for throat swabs, 
omitting a direct film and cultivating eight specimens on one plate, 
is open to serious criticism. Student technicians may learn much 
from some parts of the book, but they should not regard it as a 
complete or infallible guide to their work. 


BOOKS RECEIVED 
Review is not precluded by notice here of books recently received 


Transactions of the Ophthalmological Society of the United 
Kingdom. Vol. 68. Session 1948. (Pp. 591. 40s.) London: 
Churchill. 1949. 


Clementson’s List of Scholarships, Fellowships and Grants to 
Students and Research Workers (Medical and Dental Section). 
By J. R. Clementson, F.S.S. Edited by R. G. Darroch, M.A.Cantab. 


Stedman's Medical Dictionary. Edited by N. Burke Taylor, M.D., 
F.R.S.C. (Pp. 1,361. 65s.) London: Bailligre, Tindall and Cox. 
1950. 


Nature and Practical Applications. Edited by 


Streptomycin. 
(Pp. 618. 76s. 6d.) London: Bailliére, 


S. A. Waksman, Ph.D. 
Tindall and Cox. 1949. 


The Comparative Anatomy and Physiology of the Larynx. 
By V. E. Negus, M.S., F.R.C.S. Foreword by Sir A. Keith. 
(Pp. 230. 30s.) London: William Heinemann. 1949. 


The Nature of Disease Institute. Second Annual Report. 
By J. E. R. McDonagh, F.R.C.S. Edited by M. Clement. (Pp. 188. 
15s.) London: William Heinemann. 1949. 


The Inner Experience of a Psychoanalyst. By TT. Reik. 
(Pp. 5i4. 21s.) London: George Allen and Unwin. 1949. 
Hormones in Clinical Practice. By H. E. Nieburgs, M.D. 
(Pp. 388. 25s.) London: Cassell. 1949 


Diseases Commonly Met with in Melanesia. By C. S. James, 
D.T.M.&H., F.R.C.S.Ed. 3rd ed. (Pp. 100. 7s. 6d.) Auckland, 
New Zealand: Melanesian Mission. 1949. 


(Pp. 280. $5 or 40s.) New 


Freeze-Drying. By E. W. Flosdorf 
5 sei London: Chapman and 


York: Reinhold Publishing Corporation. 
Hall. 1949. 


By A. C. Chandler, M.S., Ph.D. 


Introduction to Parasitology. poe 
ondon: 


8th ed. (Pp. 756. 48s.) New York: Jolin Wiley. 
Chapman and Hall. 1949. 


Traitement Homoeopathique des Maladies du Ceur. By J. 
Poirier. (Pp. 125. 300 francs.) Paris: Doin. 1949, 


Journées Thérapeutiques de Paris, 1948. By Loeper and 
Harvier. (Pp. 312. 1,400 francs.) Paris: Doin. 1949. 


(Pp. 69. No price.) 


Osteoperiostitis. By D. V. Bosch Olives. 
Barcelona: Ediciones Byp. 1949. 


Institutos de Pesquisa e Profilaxia da Tuberculose. By. J. 
Silveira. (Pp. 190. No price.) Bahia, Brasil: Imprensa Regina. 
1949. 


Subalimentaci6n Crénica y Esprue. By A. P. Yanez. (Pp. 183. 
No price.) Barcelona, Madrid, Valencia, and Lisbon: Editorial 
Cientifico Medica. 1949. 


Avviamento alla Patologia Genetica dell’ Uomo. By 
Giordano. (Pp. 165. No price.) Milan: Garzantii 1949. 


By M. Fischer- 


Klinisch-Chemische Untersuchungsmethoden. 
1949. 


Grobl. (Pp. 139. Sch. 39:) Vienna: Wilhelm Maudrich. 


Des Possibilités Inconnues de l’Organe Vocal dans l’Art du Chant 
et son Etude. By R. Ourasco. Preface by P. Lansel. (Pp. 128. 
No price.) Paris: Romer Ourasco. 1949. 


Lehrbuch der Inneren Medizin. By M. B. Schleswig and others. 
Edited by H. Dennig. (Pp. 999. No price.) Stuttgart: Georg 
Thieme. 1950. 


Die Grundlagen der statistischen Methoden fiir Mediziner und 
Biologen. By H. Hosemann. Foreword by H. Martius. (Pp. 133. 
No price.) Stuttgart: Georg Thieme. 1949. 


Atlas der Haut- und Geschlechtskrankheiten. By the late W. 
Frieboes and W. Schénfeld. (Pp. 266. No price.) Stuttgart: Georg 
Thieme. 1949. 
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Q FEVER IN ENGLAND 


One of the most curious phenomena in post-war 
epidemiology has been the gradual recognition of Q 
fever as a disease of world-wide distribution. Origin- 
ally described in Australia by Derrick’ in 1937, the 
disease was shortly afterwards found in Montana in 
the U.S.A. In the latter part of 1944 and early in 1945 
outbreaks in Greece and Italy affected American, New 
Zealand, and British troops. Shortly before this 
German troops in. the Balkans had suffered from 
“ Balkan grippe.”? Now the disease is recognized as 
being endemic in parts of the American continent as 
far apart as northern California and Panama, as well 
as in North Africa, Persia, and Turkey. Outbreaks 
have been described in Switzerland, Germany, Austria, 
France, and Spain, and infected ticks have been found in 
Mauritania and French Equatorial Africa.* *° In a previ- 
ous annotation® it was suggested that in view of the wide 
distribution of the disease in the Old and New Worlds 
it was not improbable that Q fever was present in Great 
Britain. This forecast has been fulfilled. Early in 1949 
Stoker’ described the finding of immune bodies to 
Q fever in the blood of two men in the R.A.F. who 
had never been abroad. Since the latter part of 1948 
MacCallim and his colleagues* have investigated the 
sera of patients with conditions variously diagnosed as 
atypicai pneumonia, influenza, or pyrexia of unknown 
origin, and an agricultural engineer from Banbury and 
a radio mechanic from Bristol were found to have 
complement-fixing antibodies. Recently the same 
workers isolated Rickettsia burneti, the causal agent, 
from one of a group of seven cases in an outbreak at 
the Royal Cancer Hospital. The clinical features of 
this outbreak were described by Harman*®: among the 
victims were two pathologists, a necropsy-room atten- 
dant, and a nurse. 

Preliminary investigations suggest that a focus of the 
infection exists in south-east England, but the epidemio- 
logy of the disease is still by no means clear. In 
Australia the bandicoot, an insectivorous marsupial, 


_ appears to be the natural host, and in North Africa the 


merion, a rodent. Ticks feed on these animals and infect 
cattle. Cattle ticks then become infected, and the tick 
faeces may contaminate hides, which are believed to be 
one vehicle of infection. It must, however, be remem- 
bered that the tissues of guinea-pigs infected with the 


rickettsiae remain infectious for at least 110 days,’ and 
possibly the tissues of cattle may similarly retain infec- 
tion for long periods. Later observations suggest that 
dust may carry infection. Rickettsiae have for instance 
been found in the dust of sheep-pens in northern 
California at a time when an outbreak of the disease 
had occurred. In Europe one case is known where the 
patient’s only association with Q fever was that he had 
talked for a few minutes at the door of a laboratory 
in which work with R. burneti was being carried on. 
Spicknall and his colleagues’ reported 47 cases among 
the staff at the National Institute of Health in the 
U.S.A. ; many had never actually handled the rickettsiae. 
According to Beck and his colleagues’* some 300 cases 
have occurred in southern California since September, 
1947, the patients belonging to 60 different occupational 
groups. Post-mortem-room attendants were among 
those affected. In this epidemic it was rare to find any 
evidence that one person had transmitted the disease 
directly to another: only in six instances were there 
multiple cases in the same household, and ‘the inter- 
vals between the onset of the infection in these cases 
suggested simultaneous infection. Dairy cows in this 
area are naturally infected with R. burneti, and no less 
than 10% of dairy animals have complement-fixing 
antibodies in their blood. In addition more than half 
the raw milk produced in the area contains enough 
rickettsiae to infect guinea-pigs. In the north of 
California sheep rather than cows appear to provide 
the main focus of infection, while in Greece and Asia 
Minor goats and sheep play the leading role. Kids and 
lambs become infected from their mother’s milk.'* 
From the epidemiological findings it might be tentatively 
suggested that patients can contract the disease in’ three 
ways: through employment in the dairy or livestock 
industries ; through residence in proximity to a dairy, 
livestock yard, or laboratory wherein work on Q fever 
is being carried out ; and through the domestic use of 
raw milk. The last provides a further argument for 
pasteurization of all milk. None of these possible modes 
of spread can alone account for more than one-half of 
the cases so far recorded. 

The treatment of Q fever is not yet wholly satisfactory. 
Huebner and his colleagues’* reported that streptomycin 
had a curative effect on R. burneti in the chick embryo 





1 Med. J. Aust., 1937, 2, 281. 
2 Z. klin. Med., 1943, 142, 486. 
3 Perez Gallardo, F., Claveré, G., Hernfndez Fernandez, S., Rev. Sanid. Hig.. 
publ., Madr., 1949, 23, 489 
4 Blanc, G., Martin, L. A., and Bruneau, J., Ann. Inst. Pasteur., 1949, 77, 99, 
Bruneau, J., and Chabaud, A., et. "Acad. Sci., Paris, 1950, 230, 474. 
6 British Medical Journal, 1948, 1, 1145. 
7 Lancet, 1949, 1, 178. 
8 Ibid., 1949, 3, 1026. 
9 Ibid., 1949, 2, 1028. 
10 Parker, R. R., and Steinhaus, E. A., Publ. Hlth Rep. Wash., 1943, 88, 523 
11 Ann. intern. Med., 1947 27, 28. 
12 Publ. Hith Rep. Wash., 1949, 64, 41. 
13 Caminopetros, J., Ann. Inst. Pasteur 1949, 77, 750. 
14 Publ. Hith Rep. Wash., a. e 357. 
15 J. Immunol., 949, 62, 
16 Ann. N.Y. Acad. Sci., 1948, 61, 331. 
17 J. clin. Invest., 1949, 28, 992. 
18 Praxis, 1949, 38, 542. 
19 Schweiz. med. Wschr., 1949, 79, 690. 
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and in the guinea-pig when 30 mg. was given sub- 
cutaneously three to six times a day for 12 to 16 days. 
Smadel and his co-workers'* found that when 0.5 mg. of 
chloramphenicol was injected together with R. burneti 
into the developing chick embryo life is prolonged: a 
less marked effect is obtained if the chloramphenicol is 
introduced a day or so after infection. So far neither 
streptomycin nor chloramphenicol has proved its value 
in infections in man. Harman,’ however, gave one 
patient 6.25 g. of chloramphenicol in 36 hours and the 
temperature fell promptly. The best results have been 
obtained with aureomycin. Twenty-nine cases have 
been treated in America by Lennette’® and by Brainerd 
and his colleagues.'’ In 19 patients the drug was 
given orally, in seven it was given intramuscularly and 
orally, and in two intramuscular injections only were 
given. In one patient the drug was injected intravenously 
as well as being given by mouth. No definite doses can 
yet be laid down, but large amounts, such as 1 g. every 
four hours, appear to be advisable ; intravenous doses 
have varied from 40 to 200 mg. The drug is dissolved 
in a solution containing 131 mg. of L-leucine per 5 ml. 
to give a concentration of 10 mg. of aureomycin per 
millilitre ; a solution of 0.784% sodium carbonate may 
be used as a diluent. Six patients with Q fever given 
aureomycin orally became afebrile within 48 hours of 
the commencement of therapy and seven within 72 
hours ; in the remainder it took from 5 to 13 days for 
the temperature to become normal. One very severely 
ill patient whose treatment was begun on the sixteenth 
day of illness received 2,100 mg. parenterally and 40 g. 
orally in two courses over a period of eight days; 29 
days later fever was still present, though the patient had 
improved. Dubois-Ferriére’* gave 2.5 g. per day from 
the seventh day of the illness: the temperature fell 
within 60 hours, and the patient recovered. 

A vaccine is being tested for those more immedi- 
ately exposed to the risk of infection, and immune 
complement-fixing bodies can certainly be produced in 
the blood. Whether or not this vaccine will give sure 
protection, thus abolishing laboratory infections, as does 
yellow fever vaccination, remains to be proved. Even 
if, as is the case with other rickettsial vaccines, it gives 
only a partial protection it may decrease the severity 
of what can be a serious and debilitating disease. It 
should not be forgotten that Q fever may give rise to 
an encephalitis. Wegmann,’® in Switzerland, has 
described a case in which while recovering from 
pneumonia the patient developed diplopia and other 
symptoms of encephalitis; the C.S.F. gave a positive 
complement fixation for Q fever. 

So far there is nothing to suggest that Q fever is a 
new disease in the sense that it has recently spread across 
the world. It is much more probable that it has lain 
concealed among the infections which are sometimes 


included under the general term “influenzal pneu- 
monia.” Other organisms as yet unrecognized are 
almost certainly the cause of infections in this group 








THE METHONIUM COMPOUNDS 


The boldness of Griffith’ in using extracts of curare to 
obtain muscular relaxation during operations has revolu- 
tionized the use of anaesthetics. Moreover, it gave fresh 
importance to the isolation of d-tubocurarine by King,’ 
for it turned attention to its structure and to the possi- 
bility of making synthetic substitutes for it. The 
characteristic feature of the molecule is the presence of 
two quaternary nitrogen atoms, and it seemed possible 
that the great activity of tubocurarine was due to these 
atoms being placed at a certain optimal distance apart 


If so, a simpler connexion was possible. Barlow and. 


Ing* therefore synthesized a series of substances in which 
the two quaternary nitrogen atoms were separated by 
a chain of CH, groups, the length of the chain vary- 
ing in the different substances. They found that the 
decamethylene compound was about three times as 
potent as tubocurarine by the rabbit head-drop test. 
Independently Paton and Zaimis* reached the same 
conclusion, starting from the ,chance finding that the 
corresponding octamethylene compound which they 


.were examining for another purpose had a strong 


curarine-like action. Paton and Zaimis® then made the 
important observation that in the cat the decamethylene 
compound, which they called decamethonium, had less 
action on the respiratory muscles than on the leg 
muscles, from which it was clear that decamethonium 
might be safer in clinical use than tubocurarine. There 
was, however, the disadvantage that neostigmine did 
not antagonize decamethonium as it antagonized tubo- 
curarine. This was met by the further discovery that 
the pentamethonium compound was a more effective 
antagonist. 

The clinical, use of decamethonium to produce 
surgical relaxation is now familiar, though it is evi- 
dent from a recent paper by Gray* that it cannot yet 
be regarded as established. Gray states that deca- 
methonium is less pleasant than curarine for the patient 
and that after intubation its administration is accom- 
panied by laryngeal spasm and apnoea in a higher pro- 
portion of patients. His most serious complaint is that 
with decamethonium the return of muscle tone and of 
normal respiration at the end of the operation is some- 
times unduly delayed. Pentamethonium, too, has come 
in for criticism as an antidote, for though it relieves the 





1 Anesthesiology, 1942, 3, 418. 
2 J. chem. Soc., 1935, 1381. 

3 Nature, Lond., 1948, 161, 718. 
4 Ibid., 1948, 161, 718. 

5 Ibid., 1948, 162, 810. 

6 Lancet, 1950, 1, 253. 

7 Ibid., 1950, 1, 252. 

8 Ibid., 1950, 1, 251. 
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neuromuscular block it produces block in the sympa- 
thetic ganglia, and this results in a fall of blood pressure. 
Davison’ states that pentamethonium has been regularly 
used for this effect in order to lessen haemorrhage in 
operations such as sympathectomy, Millin’s prostat- 
ectomy, and radical mastectomy. He also states that 
in the anaesthetized patient doses as small as 10 mg. 
cause “a profound fall of blood pressure,” and for this 
reason should be used with circumspection as an anti- 
dote to decamethonium. An alternative to penta- 
methonium is hexamethonium, on the use of which 
Hunter* has commented. It, too, causes a fall of blood 
pressure, but Hunter points out that this fall is readily 
overcome by giving ephedrine. He now gives 30-50 mg. 
of ephedrine with each dose of hexamethonium. He 
prefers hexamethonium to pentamethonium as an anti- 
dote to decamethonium because it can be relied on to 
improve respiratory exchange. 

In a paper appearing on another page Drs. A. W. 
Kay and A. N. Smith describe a new action of hexa- 
methonium, for they show that it diminishes gastric 
acidity and motility. An intramuscular injection of 
100 mg. reduced gastric acidity to zero for three to 
four hours in 10 patients with radiological evidence of 
duodenal ulcer who ordinarily were secreting consider- 
able amounts of free HCl. Likewise they found that 
the secretion of acid provoked by insulin was greatly 
depressed by hexamethonium, but not that provoked by 
histamine. Perhaps the most useful of Kay and Smith’s 
findings is that three injections of 100 mg. of hexa- 
methonium—at 8 p.m., midnight, and 4 a.m.—reduced 
the volume of night secretion in patients with ulcers 
to less than half and also greatly lower the acidity. 
Gastric motility was also reduced for long periods. It 
is perhaps surprising that with the doses used Kay and 
Smith did not find more evidence of low blood pressure. 
They have tabulated the blood-pressure readings taken 
while patients were supine and standing ; only two com- 
plained of faintness after the injection, and this was 
relieved by lying down. The effect on blood pressure 
is, however, much less in the unanaesthetized subject. 
Also published in this issue is a paper by Drs. C. C. 
Burt and A. J. P. Graham, who describe the results of 
examining pentamethonium and hexamethonium as sub- 
stances to assist in the diagnosis and perhaps also in the 
treatment of peripheral vascular disease. They have 
studied the effect of intravenous injections of 30-40 mg. 
on the blood pressure, blood flow, and sweating of 
normal, vasospastic, and hypertensive subjects. In the 
lower limbs the injections produced a rapid and pro- 
longed increase in blood flow and skin temperature, but 
in the upper limbs there was little or no effect. In the 
dosage used the vasodilator action of both substances 
was greater and more constant than that of tetraethyl- 
ammonium, which is also used as an agent to block the 


sympathetic ganglia. Moreover, the patients experienced 
a pleasant feeling of warmth after the administration of 
pentamethonium and hexamethonium in contrast to a 
feeling of chill after tetraethylammonium. The authors 
ascribe the curious difference in the response of the lower 
and upper limbs to the greater inherent vasoconstrictor 
tone in the lower limbs. Evidently these substances 
would have little value in the investigation of vasospastic 
conditions in the upper limb. 








CIVIL SERVICE MEDICAL OFFICERS 


By rejecting the claim for higher salaries put forward 
on behalf of medical officers in the Civil Service: the 
Treasury has jeopardized recruitment to an already 
depleted branch of medicine. The claim was made 
last August by a Joint Committee representative of the 
B.M.A., the Institution of Professional Civil Servants, 
and the Medical Staff Association of the Ministry of 
Health, and was an attempt to bring the salaries of 
Civil Service medical officers into alignment with the 
scales of pay recommended by the Spens Committees 
for other branches of the profession. The universities 
have already moved in that direction, and negotiations 
on behalf of public health medical officers will soon 
begin through Whitley machinery. In these cases the 
Spens Reports are the background to negotiation, and 
unless an employing body is willing to offer comparable 
or better terms it is unlikely in the end to be able to 
attract medical men to serve under it. Yet in rejecting 
the Civil Service medical officers’ claim the Treasury has 
gone further than saying that the proposals are too high: 
it considers that they should not be related to the Spens 
recommendations at all but to those of the Chorley Com- 
mittee, which were shelved by the last Government in 
October after the pound was devalued. 

This attempt to abandon the foundations laid by Spens 
will cause much disquiet in the profession. Though the 
recommendations of his committees referred to consul- 
tants and specialists and general practitioners, it is clear 
that they must be extended in some form to the other 
branches of the profession if a balance between them 
is to be maintained, and this view has been accepted 
during the negotiations on higher pay for medical officers 
in the armed Forces and the Colonial Medical Service. 
Pay is not the only attraction to any particular branch 
of a profession that includes men and women with such 
diverse interests as does medicine, and some prefer 
administrative work to clinical. But it is noticeable that 
the armed Forces and the Colonial Medical Service, as. 
well as the Public Health Service, have had difficulty 
recently in gaining enough recruits of sufficient calibre 
to fill the posts. The same is thought to be true of the 
Civil Service. 
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At a time when administrative decisions are more 
important than ever to the smooth running of the 
country’s health services, when over 90% of the pro- 
fession are in some form of State employment, it is of 
the greatest importance to both the profession and the 
public that only the best men should make those deci- 
sions. They are unlikely to be attracted to these key 
posts if the salaries compare unfavourably with those 
obtainable elsewhere, or to enjoy any feeling of security 
in them if the pay is not related to the Spens recom- 
mendations. The drift from the Civil Service will con- 
tinue—or be halted by the appointment of unsuitable 
people. 








PSYCHOLOGICAL EFFECTS OF AMPHETAMINE 


Amphetamine sulphate and its dextrorotatory isomer 
(d-amphetamine), which have almost identical clinical 
effects, are prescribed in great quantities nowadays. They 
have a specific action in narcolepsy; they are of some 
value in post-encephalitic Parkinsonism and petit mal ; they 
make it easier, by reducing appetite, for obese patients to 
adhere strictly to a subcaloric diet; and amphetamine, 
when inhaled, aids drainage in sinusitis by shrinking 
congested mucous membranes. Used properly for such 
purposes amphetamine is of value. The drug is being 
increasingly prescribed, however, for its stimulant psycho- 
logical effect, and its employment for this purpose is more 
questionable. It is being taken to renew the flagging 
energies of chronic over-workers, to keep playboys and 
playgirls awake when they should be asleep, to give an 
evanescent sense of well-being to apathetic, melancholic, 
and frustrated people, and to relieve the depression of “ the 
morning after ” in alcoholic subjects. Toxic effects, experi- 
enced to a greater or less extent by most people after a 
dose of 15 to 20 mg., are restlessness, insomnia, palpita- 
tion, extrasystoles, a rise in blood pressure, dryness of the 
mouth, anorexia, and flatulence. It is true that these are 
not usually serious unless an excessively large dose is taken. 
The symptoms pass off quickly, lead to no organic change, 
and rarely occur after the ordinary therapeutic dose of 
5 to 10 mg. twice or thrice a day, provided the last dose 
is not taken late in the evening. The danger of inducing 
or seriously aggravating hypertension by the use of amphet- 
amine is slight, though the drug should probably be avoided 
by hypertensive patients and those suffering from coronary 
disease and cardiac arrhythmias. Severe nervous illness 
has developed in some unstable individuals who have come 
to rely on the drug to restore confidence in the same way 
as others resort to alcohol whenever they have to face a 
difficult situation. Such people may develop an addiction 
in which chronic excitability alternates with melancholia. 
This type of addiction, however, is rare, and, since tolerance 
and severe craving do not seem to be features of it, with- 
drawal is easy. Perhaps the main drawback to the use of 
the drug lies in the aberrations of behaviour which even 
moderate doses may occasionally produce in susceptible 
persons. 





1 Davis, D. R., Brit. med. Bull., 1947, 5, 1021. 
2 Cuthbertson, D. P., and Knox, J. A. C., J. Physiol., 1947, 106, 42. 
3 British Medical Journal, 1949, 2, 1471. 


The psychological changes caused by amphetamine have 
been studied experimentally.1* After a dose of 15 mg. 
psychomotor tests are completed more quickly without a 
proportionate increase in errors. When subjects are kept 
awake all night both speed and accuracy of performance 
deteriorate the following day, but amphetamine brings 
about partial restoration to normal and banishes the asso- 
ciated feelings of heaviness and listlessness resulting from 
loss of sleep. This suggests that the psychological effects 
of amphetamine are beneficial, but there are several factors 
which make it less desirable—for instance, an increase in 
speed with only a small loss of accuracy may be regarded 
as favourable in a test conducted in a laboratory, but it 
would be detrimental if the subject were driving a car 
in everyday circumstances. Impulsive and inappropriate 
activity has been observed after the use of the drug, and 
subjects tend to become irritable and restless. When one 
activity conflicts with another, and separate responses have 
to be made to more than one stimulus at much the same 
time, the effects of the drug tend to be unfavourable and 
behaviour becomes disorganized. Furthermore, individual 
reactions to amphetamine are varied and unpredictable, 
and recently there have been several instances in which 
totally irrational, and even criminal, behaviour has been 
ascribed to small doses of the drug. Maberly and Bloom‘ 
have recently commented in a letter to this Journal on 
the case of a young woman who committed shop-lifting 
offences when, it was pleaded, she was under the influence 
of amphetamine euphoria. In this case the magistrate 
refused to accept the suggestion that the girl acted as she 
did because she was taking the drug, though an expert 
medical witness testified to the fact that amphetamine can 
cause irresponsible behaviour. 





OCCUPATIONAL TUMOURS OF THE BLADDER 


For many years the incidence of vesical tumours among 
workers in that section of the chemical industry which 
deals with aromatic amines has left little room for doubt 
that these compounds can give rise to carcinoma of- the 
bladder. The number of occupational deaths from this 
cause in the U.S.A. and Europe has been shown to exceed 
by far that of the general population. This evidence is 
amply confirmed by the results of Goldblatt’s' investiga- 
tion in two factories in this country in which the manu- 
facture of a wide variety of organic intermediates and 
dyestuffs involves extensive processing of toxic amines. The 
average annual incidence of bladder tumours among a total 
of 2,000-3,000 workers was seven, and the average annual 
number of deaths from this cause 4.2—a very high figure 
when compared with the expected incidence of deaths from 
urinary-tract tumours in the general population of less than 
1 in 10,000. Over 25% of the affected industrial workers 
were under the age of 45, as compared with 4% for the 
general population, and Goldblatt’s careful analysis of the 
data indicates that the earlier the industry is entered the 
earlier is death likely to occur if a tumour is contracted. 

Routine urinary examinations may reveal precancerous 
changes in the form of exfoliation of bladder epithelium 
and microscopic haematuria, These may be present for 





1 Brit. J. industr. Med., 1949, 6, 65. 
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months or even years before any overt tumour is detect- 
able, but Goldblatt emphasizes the fact that this hazard 
can be completely controlled only by routine cystoscopy, 
a procedure not practised in this country chiefly owing to 
the unfavourable reaction of the workers. It is not yet 
certain whether the four primary amines—a- and B- 
naphthylamine, aniline, and benzidine—are all tumour- 
forming, but this series of cases suggests that @-naphthyl- 
amine, though the most frequent, is not the only carcinogen 
among them. Prognosis in those cases which are malignant 
from the first is poor; it is more favourable when the 
growth is initially a papilloma, but local recurrences may 
appear in some individuals long after they have left the 
industry. Metastases are relatively very uncommon, and 
tumours of excretory organs other than the bladder even 
more so ; only one case of undoubted primary tumour of 
the renal pelvis occurred in Goldblatt’s series. 

Goldblatt believes that the carcinogens are carried in 
the urine but are only indirectly responsible for tumour 
formation in that they sensitize the tissue to the true 
carcinogen. Excretion of aromatic amine among a group 
of workers engaged in the manufacture of a-naphthylamine 
diminished progressively as working conditions improved. 
Measures for reducing this extremely serious hazard are 
complicated by highly technical problems of production. 
Some progress has already been made, .and it should not 
be too much to hope that the ideal of complete enclosure 
of the process will be achieved in time. 


COCCIDIOIDOMYCOSIS 


Human infections with the fungus Coccidioides immitis 
are now known to be widely distributed in Texas, Arizona, 
and California, where the discoveries of Dickson and 
Gifford showed that it is the cause of a curious disease 
known as valley fever which is associated with erythema 
nodosum.'* The infection has also been recorded from 
the Balkans and Italy and may occur not only in man 
but in domestic animals such as the cow and in wild 
rodents.>5 C. immitis infections in man may be widely 
disseminated and cause granulomata or abscesses, ery- 
thema multiforme, meningitis,s and pulmonary lesions 
complicated sometimes by hydropneumothorax or by 
cavity formation. Negroes, Mexicans, and Filipinos are 
more susceptible to progressive coccidioidomycosis than 
members of the Caucasian race, the ratio of increased 
susceptibility being 10 or even 20 to 1.’ 

Clinical or subclinical infections are stated to have 
occurred in almost all laboratories where the organism 
has been studied.* The first published case was that of 
a medical student in Stanford University who developed 
a severe primary infection but recovered and remained 
well for at least 11 years.* The second was in a worker 
in the department of bacteriology at the University of 
Nebraska.? A primary pulmonary infection was followed 





1 Calif. West. Med., 1937, 47, 151. 

2 J. Amer. med. Ass., 1938, 111, 1362. 

3 Arch. intern. Med., 1938, 62, 853. 

4 Proc. 6th Pacific Sci. Congr. Pacific Sci. Ass., 1942, 5, 791. 

5 Emmons, C. W., and Ashburn, L. L , Publ. Hlth Rep. Wash., 1942, 57, 1715. 

6 Sweigert, C. F., Turner, J. W., and Gillespie, J. B., Amer. J. med. Sci., 1946, 
212, 652. 

7 Kessel, J. F., Amer. J. trop. Med., 1941, 21, 447. 

8 Smith, D. T., and Harrell, Jun., E. R., Amer. Rev. Tuberc., 1948, 57, 368. 

® Tomlinson, C. C., and Bancroft, P., J. Amer. med. Ass., 1934, 102, 36. 

10 Amer. Rev. Tuberc., 1948, 57, 330. 


by metastatic lesions on the plantar surface of the left 
foot. All symptoms disappeared after three months, but 
in four years’ time chills and fever recurred and C. immitis 
was isolated from a subcutaneous nodule in the left leg. 
The patient was given tartar emetic and the lesions healed, 
no relapse occurring during subsequent observation for 
15 years.* Whether this result was due to the antimony 
injected is doubtful. Smith and Harrell* have now recorded 
the*occurrence in a single laboratory of five subclinical 
infections and one progressive fatal case of coccidioido- 
mycosis with terminal meningitis. Sulphadiazine and 
penicillin were valueless in this last case. It appears that it is 
the arthrospores of cultures of C. immitis which are highly 
infectious, and if laboratory infections are to be avoided 
cultures should be handled in test-tubes rather than Petri 
dishes. In addition it is essential when picking up the 
powdery aerial hyphae by means of a platinum loop to 
have the loop wetted with a drop of sterile water. 

There are several methods of diagnosing coccidioido- 
mycosis. Thick-walled spherules with endospores may be 
seen free in the sputum, or within giant cells if lymph 
nodes removed at biopsy are examined. Coccidioidin, pre- 
pared by grinding a culture of the fungus in broth and 
filtering, may be injected intradermally and the reaction 
observed. Smith and his colleagues!® have studied the pre- 
paration of coccidioidin and advise cultivation of the fungus 
in a medium containing /-asparagine. There is no difference 
in the coccidioidins prepared from various strains, but 
batches differ in potency and in specificity. Coccidioidin 
is very stable, and no loss of potency occurs on heating 
for 10 minutes at 250° C. or on keeping for nine years. 
Slight sensitivity to coccidioidin injections is generally asso- 
ciated with dissemination of coccidioidal infection, but if 
the infection improves the sensitivity increases : the coccidi- 
oidin reaction thus has prognostic value. In a few cases 
where sensitivity to coccidioidin is low it has been possible 
to obtain positive complement-fixation tests. 





FAMILIAL CARDIOMEGALY 


Familial cardiomegaly is a form of cardiac disease dis- 
tinct from the generally recognized types. It is sometimes 
found in several members of a family, though isolated 
cases also occur; in this and in some of its clinical and 
pathological features it resembles the cardiopathy associ- 
ated with Friedreich’s disease. Evans' has recently re- 
ported 11 cases varying in age from 12 to 63 years, five 
being members of two families. In two cases in which 
the heart was examined after death there was much fibrosis 
of the myocardium and hypertrophy of the muscle fibres : 
one heart weighed over 1,100 g. The main symptoms were 
giddiness and syncopal attacks; congestive failure was 
unusual but sudden death common. The cardiogram 
showed many types of abnormal rhythm, and bundle- 
branch block patterns and T inversion were usual. A 
third heart sound and also a split-second sound were often 
heard. This paper throws fresh light on that small group 
of cases with cardiac enlargement of which the cause is 
obscure, and one of the first steps in a suspected case of 
familial cardiomegaly should be to examine the relatives. 
Another feature which appears to have some diagnostic 


1 Brit. Heart J., 1949, 11, 68. 
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significance is that there may be great cardiac enlargement 
without symptoms. In sporadic cases the diagnosis may 
be made with more confidence in the young than in the 
elderly, in whom the existence of coronary or hypertensive 
disease is more difficult to exclude. 





PEST INFESTATION 


It is not generally realized to what extent foodstuffs and 
other commodities in large stores are liable to attack by 
insect pests. Great losses are incurred owing to destruc- 
tion and to spoilage and contamination, which sometimes 
render large quantities of food unfit for human consump- 
tion. In the years prior to the recent war practically the 
only British research on the subject was done by Professor 
J. W. Munro and his colleagues at the Imperial College 
of Science and Technology. The successful application of 
the results of this research in the decade 1927-37 encouraged 
various commercial concerns to press for a great expan- 
sion of the work. The necessity for it was greatly enhanced 
on the outbreak of war, for food losses became even more 
serious, and, moreover, greater quantities were kept in 
storage (to meet emergencies) and therefore at risk. In 
April, 1940, the Department of Scientific and Industrial 


- Research set up the Pest Infestation Laboratory to con- 


duct research, inspection and executive duties being under- 
taken by the Ministry of Food’s Infestation Division. The 
work of the Laboratory during the years 1940-7 has been 
described in a recently published report. The research 
team (many of them former members of Professor Munro’s 
department) includes chemists and a mycologist as well as 
entomologists, the object being to provide an all-round 
attack on various problems. In all the investigations a 
close watch is kept on field conditions: too often in the 
past has laboratory work tended to become artificial—for 
example, the life histories of pests have been studied at 
artificially maintained high temperatures. 

The more strictly biological studies have been concerned 
with the ecology of insects and mites living in stored food. 
Much has been learnt of the liability of various foodstuffs 
to infestation and of the growing powers of populations 
of various insects (and thus their danger as pests). In the 
course of this work methods were devised to measure the 
temperature and air humidity of small crevices in large 
bulks of grain. The carbon dioxide produced by the respira- 
tion of the insects can also be measured, and this has 
proved such a valuable index of the insects’ numbers that 
it has become a standard method of assessing infestation 
in bulk grain. The investigation of control methods had 
to take into account the storage conditions in Britain, which 
differ from those of other countries for which data is avail- 
able. For example, grain in Britain is seldom stored in 
silos, so that methods of fumigation have had to be adapted 
to warehouses which are far from being gas-tight. Gas 
sampling methods have been greatly improved and are used 
to determine the behaviour of gases during fumigation as 
well as their liability to become absorbed as toxic residues 
in the foodstuff treated. Owing to the difficulty of fumi- 
gating warehouses recourse is often made to dust or spray 
insecticides. The use of chemically inert dusts which kill 





1 Pest Infestation Research 1947, 1949, H.M.S.O., London. 


insects by a curious dehydrating action seemed a very 
promising line of inquiry, but its practical development 
was prevented by the unpleasant dust clouds arising 
during application. The effectiveness of mixing DDT or 
““ gammexane” with grain has been demonstrated, but the 
method awaits toxicity tests to determine if there is any 
hazard to human health from consumption of the grain so 
treated. Residual sprays of pyrethrum oils have been 
known as a method of warehouse hygiene for many years. 
and the possibility of improving their efficiency has been 
investigated. During the war years the Laboratory col- 
laborated with the Ministry of Supply in testing suitable 
insecticides and equipment for use in the Services against 
the malarial mosquito and the housefly. Since the war the 
Laboratory has undertaken work on “ domestic” insects, 
including that widespread and troublesome pest the clothes 
moth. 


NIGHT CRAMPS AND QUININE 


Several observations have now been made that the adminis. 
tration of quinine sulphate will relieve muscular cramp 
occurring during the night. The action of quinine on 
skeletal muscle is not widely known, but it is similar to 
that of its near relation quinidine on cardiac muscle. 
Quinidine is regularly used to diminish the excessive acti- 
vity of the auricles in fibrillation and to restore a normal 
rhythm ; this effect is due to a lengthening of the refrac- 
tory period and is accompanied by a slowing of conduc- 
tion. A similar action is exerted in skeletal muscle by 
quinine. Harvey! has shown that the ability of the muscle 
to respond to a tetanic stimulation is diminished because 
of an increase in the refractory period of the muscle fibres. 
The excitability at the motor end-plate is lowered by 
quinine, and the effect of a tetanic stimulation to facili- 
tate conduction at the end-plate is weakened or abolished. 
The response of normal mammalian muscle to injected 
acetylcholine is abolished by quinine, largely due to the 
curare-like action of the drug. These observations estab- 
lish beyond doubt that the use of quinine for night cramps 
has a rational basis. Moss and Herrmann? reported suc- 
cessful results in 1940 and have recently described a further 
20 cases. These patients complained of spasms in the calf 
muscles at night sufficiently severe to disturb sleep, some- 
times for months, and they were given 3 gr. (0.2 g.) of 
quinine sulphate twice daily in a capsule. Relief was 
obtained in 24 hours. When the capsules containing the 
quinine were replaced by capsules containing a placebo 
the cramps returned. After treatment for periods as long 
as 10 weeks it often became possible to discontinue the 
quinine without a return of cramps. 





Dr. Edward Eric Pochin, F.R.C.P., will deliver the Oliver- 
Sharpey Lectures before the Royal College of Physicians 
of London (Pall Mall East, S.W.) on Tuesday and Thurs- 
day, March 14 and 16, at 5 p.m. His subject is “ Investiga- 
tion of Thyroid Function and Disease by the Use of 
Radioactive Iodine.” 





1J. Phystol., 1939, 95, 45. 


2 J. Amer. med. Ass., 1940, 115, 1358. 
tAmer. Heart J., 1948, 35, 409. 
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REFRESHER COURSE FOR GENERAL PRACTITIONERS 
THE EARLY DIAGNOSIS OF TUBERCULOUS MENINGITIS 


BY 


R. S. ILLINGWORTH, M.D., F.R.C.P. 
Professor of Child Heaith, University of Sheffield 


An apparent cure, without sequelae, can be expected in 
20 to 30% of cases of tuberculous meningitis treated by 
streptomycin. There is good reason to believe that those 
figures could be improved by earlier diagnosis. In 82 cases 
admitted to the Children’s Hospital, Sheffield, in the last 
two and a half years, the average duration of symptoms 
before admission was 16 days. Only nine children were 
admitted within a week of the onset, and 33 within two 
weeks. Thirty-five children had symptoms for over three 
weeks before admission, and 17 for more than four weeks. 

Early diagnosis can be achieved by consideration of the 
following factors. 


History of Exposure to Tuberculosis 


An efficient tuberculosis service should ensure that the 
family doctor is informed when any of his patients are 
found to have active tuberculosis, and the service should 
keep under constant supervision any child who is a contact 
of such a case. The family doctor, however, has the 
responsibility, with that contact history in mind, of remem- 
bering the possibility of tuberculous meningitis when 
untoward symptoms occur. 

Whenever faced with an ailing child it is essential to 
take a careful history of possible exposure to tuberculosis. 
[f there is a history of a case of tuberculosis, or of chronic 
cough in the family, one should determine whether the 
child has been in contact with that case. It is of great 
importance to ask whether a child visits or plays in a house 
in which there is a sufferer from tuberculosis, or whether 
an infected person, such as a relative, visits the home and so 
exposes the child to the risk of infection. It will be 
remembered that there is a special danger of tuberculous 
meningitis developing within six months of contact. 

The source of infection is much more frequently human 
than bovine, but one should nevertheless ask about the milk 
supply. It is not enough to demand whether the milk is 
pasteurized or boiled. Careful questioning may reveal that 
up to a week ago the child was being given unboiled farm 
milk. 

Known Previous Infection 

The knowledge that a child has had a primary tuber- 
culous lesion, particularly in recent months, is of great help 
in diagnosis. This history is often lacking, but it may be 
known that the child has a positive tuberculin reaction. 
Ideally, the family doctor should know the tuberculin reac- 
tions of all his child patients: the test is very easily carried 
out in general practice.* He should certainly know the 
reaction of any young patient who has subnormal health 
or who is a possible contact of a case of tuberculosis. A 
positive tuberculin reaction puts a completely different 

*The skin of the back is thoroughly cleaned with acetone, to remove 
grease, and allowed to dry. Tuberculin jelly, obtainable from Allen 
and Hanburys, is applied, sufficient to cover 2 or 3 mm. of skin: it is 
covered with zinc oxide strapping, which is left for 48 hours and 
then removed. The result is not read then, but 48 hours later. A 
Positive reaction is shown by erythema and vesiculation. This 


indicates that at some time the child has been infected with 
tuberculosis, but it does not in itself mean that there is any active 


infection. 





complexion on symptoms which in a tuberculin-negative 
child are usually those of a trivial illness. 


Age of Maximum Susceptibility 
Tuberculous meningitis occurs at any age, but it is rare 
in the first six months of life. The greatest incidence is 
in the second and third years. : 


Symptoms 
The commonest early symptoms are: 


1. Personality Changes.—The mother notices that the 
child has become different. A previously good-tempered 
child becomes cross, peevish, and irritable. Nothing seems 
to please him. He does not want to speak or to be spoken 
to. He wants to be left to his own devices, sitting in a 
corner alone and resenting interference ; alternatively he 
wants to be nursed, only to cry and fuss as soon as he 
reaches his mother’s knee. He is sullen and moody, and 
never smiles. He loses interest in his toys and pushes them 
away or sits without playing with them. His sleep is often 
disturbed. 

These symptoms are of gradual onset, irritability being 
the first: but they are steadily progressive, though an occa- 
sional case may show a deceptive remission. The insidious 
but pérsistent and progressive nature of the symptoms is 
of great importance in diagnosis, helping one to distinguish 
tuberculous meningitis from the common mild illnesses of 
childhood. 

2. Lassitude, Drowsiness, and Loss of Appetite-——The 
child becomes easily tired and wants to lie down. A child 
who has recently begun to sit, stand, or walk ceases to do 
so. Lassitude and easy fatigability are usually very early 
symptoms which later gradually merge into drowsiness. 
The appetite usually fails early in the disease, but occa- 
sionally it remains unaffected in the first few days of the 
illness. 

3. Vomiting, Headache, and Constipation—This is an 
extremely important triad of early symptoms. It is a bad 
mistake, however, to think the triad is essential for the 
diagnosis. Vomiting occurred before admission in 80% 
of our 82 cases, but it was an initial symptom in only half 
of these. There was headache in 40% of cases before 
admission, and it was one of the initial symptoms in 29%. 
Constipation was one of the first symptoms in only 7% of 
the series. It is more common later in the illness, partly as 
a result of anorexia, vomiting, and restricted movement, 
but it is by no means invariable. In infancy diarrhoea may 
take the place of constipation, and this symptom occurred 
in 14% of our cases who were under 2 years of age. 

4. Fits—Fits are a common early symptom in infants, 
but are rare in later childhood. They occurred in 30% of 
our cases who were under 2 years of age, but in only 
2.5% of those aged 2 or over. 

Fits should always be regarded as of sufficient impor- 
tance to necessitate further investigation in hospital. They 
should never be ascribed to teething. They are com- 
monly febrile convulsions due to an upper respiratory tract 
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infection, but the final diagnosis should be left to the 
specialist in hospital, who is in a position to carry out the 
necessary investigations. 

5. Cough.—This occurred in 40% of our cases in which 
there was no miliary spread. 

6. Loss of Weight.—This is common, but is often found 
in the later stages only. It is a grave mistake to think that 
a diagnosis of tuberculous meningitis can be excluded 
because there is no evidence of loss of weight. 

7. Fever.—Fever is by no means invariable, and is rarely 
marked. In the early stage the temperature is likely to 
be normal. 

8. Eye Symptoms.—Ptosis, ocular palsies, and photo- 
phobia are rarely found in the early stage. The diagnosis 
should be established in the majority of cases long before 
a squint develops. Rolling and staring of the eyes are also 
late symptoms. 

9. Other Symptoms.—Twitching, tremors, and neck stiff- 
ness are rarely found in the early stages. 

The onset of tuberculous meningitis is frequently obscured 
by the pre-existing symptoms of miliary tuberculosis.. The 
story in these cases is usually one of chronic progressive 
ill-health, followed by the personality changes, vomiting, 
and headache indicative of meningeal involvement. 

Many of these symptoms are trivial in themselves and 
occur in the majority of childhood illnesses. It is extremely 
common for a child to present irritability, headache, vomit- 
ing, and constipation for two or three days and then recover 
without it becoming possible to attach a name to the illness. 
The symptoms are often ascribed to teething, influenza, 
food-poisoning, or constipation. If the symptoms become 
persistent and progressive the suspicion of more serious 
disease should be aroused. The significance of the early, 
vague symptoms is particularly likely to be missed in a 
child who has recently had some acute infectious disease or 
a head injury and remains unwell subsequently. It is in 
these cases that a knowledge of contact with tuberculosis, or 
of a positive tuberculin reaction, is of such great help in 
diagnosis. As stated above, symptoms which are usually 
trivial in a tuberculin-negative child assume great signifi- 
cance in a child, especially a young one, with a positive 
tuberculin reaction. 

Physical Signs 

The symptoms are of far greater importance for early 
diagnosis than physical signs. 

1. The Choroidal Tubercles.—This is the only physical 
sign which enables one to make a confident diagnosis of 
tuberculous meningitis before a lumbar puncture has been 
performed. The tubercles can be found only in those cases 
in which there is associated miliary tuberculosis. They are 
pale, yellowish areas about a quarter of the size of the 
disk, and are found commonly fairly near the disk. They 
have been fully described by Illingworth and Wright 
(1948). They are unlikely to be found without dilating 
the pupil with 1% homatropine, and in a young child they 
are unlikely to be seen without proper sedation—e.g., 
chloral by mouth, 2 gr. (0.13 g.) at 6 months, 4 gr. (0.25 g.) 
at the age of 2 years. 

2. Meningism.—Neck stiffness and Kernig’s sign are not 
usually found in infants with early tuberculous meningitis. 
Even in the older child they are not usually found in the 
earliest days of the disease. In older children minor degrees 
of meningism should always be looked for with the child 
in the sitting position. With one hand under the chin and 
the other behind the occiput the head is first fully extended, 
and then fully flexed so that the chin touches the chest. In 
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slight degrees of meningism the stiffness can be detected 
only in the last part of this manceuvre, when the chin 
is almost touching the chest. The child nearly always feels 
pain in the back during the latter part of this movement, 
and in the mildest cases of meningism this pain may be 
the only sign of meningeal involvement. The test is 
fallacious if performed immediately after lumbar puncture. 

3. Signs of Increased Intracranial Pressure—An experi- 


‘enced finger may detect bulging of the fontanelle in an 


infant, but there may be no detectable bulging till late in 
the disease. Early papilloedema can sometimes be found 
on ophthalmoscopic examination. 

4. Temperature, Pulse, and Respiration—They do not 
help much in the diagnosis. The temperature is frequently 
normal in the early stage. 

5. Other Signs.—Ptosis and ocular palsies are usually late 
signs. The tache cérébrale, or dermographism, and hollow- 
ing of the abdomen are of no value in diagnosis. 

None of these findings, except the choroidal tubercles, 
are pathognomonic of tuberculous infection. Meningism 
and signs of increased intracranial pressure occur in many 
other conditions, and these physical signs can be evaluated 
only against the background of the symptoms and other 
features already mentioned. 


Special Investigations 

1. Lumbar Puncture.—In all cases the diagnosis is finally 
established by lumbar puncture. This procedure should 
not, I think, be performed by the general practitioner but 
should be done in hospital, where the fluid obtained can be 
cultured at once and where there are facilities for immediate 
microscopy of a stained specimen for tuberculosis and other 
organisms. A lumbar puncture must be done when menin- 
gitis is suspected. It is an extremely bad practice to give 
chemotherapeutic drugs in the home to a child with 
meningism. If it is due to tuberculosis, valuable time will 
be lost, because penicillin and sulphonamides will have no 
effect on the condition. If streptomycin became more 
generally available it would be disastrous to give it in the 
home for suspected tuberculous meningitis without proving 
the diagnosis. It is vital to make a definite diagnosis before 
treatment is begun, as therapy must be continued for at 
least four to six months and the drug may have serious 
toxic effects. The treatment requires expert specialist 
supervision and can be adequately given only in a hospital 
equipped for the purpose. 

If tuberculous meningitis is suspected, therefore, the child 
should be sent to hospital without waste of time. If lumbar 
puncture disproves the diagnosis no damage has been done. 
Grave harm has been done, however, if a child with tuber- 
culous meningitis is observed for a week or two in the 
home and sent to hospital for investigation and treatment 
only when he has lapsed into coma or developed other 
signs of the last stage of the disease. 

2. The Tuberculin Test——Reliance must not be placed 
on the tuberculin patch or jelly test. performed during the 
course of meningitis, because the allergic response to tuber- 
culin is commonly reduced in these cases so that a negative 
result is obtained. A properly performed Mantoux test, 
using fresh material and a 1 in 100 solution if the 1 in 1,000 
is negative, is positive in over 90% of cases, but not all 
practitioners have the necessary equipment or experience 
to perform the test. A previous history of a positive 
tuberculin reaction is therefore of greater value. 

3. The Blood Sedimentation Rates and White Cell Counts. 
—These do not help, because they may be normal in cases 
of tuberculous meningitis. 
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4. X Ray of Chest.—An x ray of the chest may be normal, 
or may show miliary tuberculosis or a primary focus. A 
diagnosis of tuberculous meningitis certainly cannot be 
excluded because of a recent negative x-ray report. 


Illustrative Case Histories 

The following case histories show how a case should be 
diagnosed and how avoidable delays occur in diagnosis. 

Case 1.—An 11-months-old baby of a tuberculous father was 
seen at frequent intervals in a baby clinic because of the con- 
tact history. He was known to be tuberculin positive. At one 
visit he was found to have lost weight for the first time, but 
there had been no symptoms until the night before his visit, 
when he had vomited once. A lumbar puncture was done 
immediately and the tubercle bacillus was found in the cerebro- 
spinal fluid. Streptomycin treatment was begun less than 24 
hours after the first symptom, and now, several months later, 
he is very well and has every prospect of a complete cure. 

Case 2.—A 13-months-old daughter of a tuberculous father 
with positive sputum became ill three weeks before admis- 
sion to hospital. She went off her food, refused to stand up, 
and wanted to be nursed all day. The family doctor thought 
that she was teething. A week later she developed a cough 
and a squint, but the diagnosis of teething was maintained. 
Four days before admission she became unconscious and was 
finally sent to hospital as a case of bronchopneumonia. 
Tuberculous meningitis was diagnosed immediately, but she 
died eight days after admission in spite of streptomycin 
treatment. 

Case 3.—A girl of 12 complained of headache for four weeks 
following a head injury. Ten days before admission to hospital 
the family doctor diagnosed meningitis and treated her with 
sulphonamides, without examination of the cerebrospinal fluid. 
She failed to improve and was sent to hospital. The cerebro- 
spinal fluid was examined, but no organism was isolated, and 
sulphonamide treatment was continued. The girl continued to 
deteriorate, with the result that the diagnosis was reconsidered 
and she was transferred to a special centre as a case of tubercu- 
lous meningitis. Ten valuable days were therefore lost after the 
initial diagnosis of meningitis before streptomycin could be 


given. 
Conclusion 

The general practitioner cannot be expected to make a 
final diagnosis of tuberculous meningitis. What he can 
and should do is to bear the diagnosis constantly in mind 
when any child who is a known or possible contact of 
tuberculosis, or who is known to have a positive tuberculin 
reaction, develops untoward symptoms for which no other 
definite cause can be found: or when any child becomes 
irritable and difficult, develops a headache, and begins to 
vomit and these symptoms are persistent and progressive. 
The fully developed picture usually evolves slowly, so that 
in the early stage only a few of the characteristic symptoms 
are present. Perhaps the most important of these are 
irritability, lassitude, and loss of appetite in a previously 
good-tempered, well child. Vomiting, headaches, and con- 
stipation may not occur for a week or more after the 
onset. Meningism is not to be expected in the infant, and 
may not be found until later in the older child. Squint and 
other ocular signs are usually later manifestations. A care- 
ful evaluation of the symptoms and their persistence and 
progressiveness should enable one to avoid the common 
mistake of diagnosing teething, influenza, or food poison- 
ing. The diagnosis can be finally established only by lumbar 
puncture. When the family doctor has good reason to 
suspect the diagnosis he should send the child to hospital 
for investigation without delay, so that if the diagnosis is 
confirmed the patient may have the great advantage of 


early treatment. 
REFERENCE 
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GALEN ON THE CHRISTIAN AND JEWISH 
RELIGIONS 

Galen on Jews and Christians. By R. Walzer. (Pp. 101. 

10s. 6d. net.) London: Oxford University Press. 1949. 

The name of Galen (a.D. 130-200)—“ Prince of Physicians,” 
as he was known for fifteen centuries—was attached legitimately 
to an immense number of works and illegitimately to many 
others. Something of the order of a hundred works that were 
really by him have survived in his original Greek. Some, lost 
in that language, have come down in Arabic translations. 
Of others there are but fragments or references in the one 
language or the other. For long after his death “ his works, like 
the monuments of Greek philosophy and science in general, had 
been read only in pagan schools and under pagan teachers. But 
when the teaching of philosophy and medicine was made part 
of a Christian syllabus of higher education the preservation of 
Galen, who had meanwhile become a minor classic, was assured. 
Since the Arabs of the ninth century adhered almost com- 
pletely to this syllabus, it is not surprising that they knew 
medical and philosophical works of Galen which disappeared in 
the late Byzantine period.” 

This very learned little work by Dr. Walzer presents 
Galen in an unusual aspect. It is well known that there 
are not many references to the Christian and Jewish religions by 
pagan Greek or Latin writers. By them the two religions are 
usually confused and both are commonly treated with scorn. 
Galen is an exception. Instead of treating Judaism and 
Christianity as idle superstitions he at least gives his reasons 
for rejecting their point of view. Armed with unusuaily recon- 
dite learning and with quite extraordinary skill and industry, 
Dr. Walzer, Lecturer in Mediaeval Philosophy at Oxford, has 
collected these passages in Galen’s writings and placed them 
in their setting with their original background. In doing so 
he has shed new light on the position of these religions in the 
empire in the great age of the Antonine Emperors. 

Galen regarded himself as a free philosopher, thinking at 
large and following reason wheresoever it should lead. In fact 
it led him to a fantastically dogmatic view of the nature of the 
human spirit and the structure of the human body which at 
times prevented him from recording accurately the evidence of 
his own senses. With these errors Dr. Walzer is, quite rightly. 
unconcerned. He seeks to expound Galen’s viewpoint and is 
not occupied with either his great scientific achievements or 
his not inconsiderable scientific errors. But what will 
specially interest the medical reader is that of the six references 
to these religions in the works of Galen four occur in medical 
writings. Galen, as a “ philosopher” who will swear by the 
word of no man, objects to the attitude that will bow auto- 
matically to the voice of authority—any authority. Writing 
about A.D. 165 in a work on anatomy he would “ compare those 
who practise medicine without scientific knowledge to Moses, 
who framed laws for the Jews, since it is his method in his 
books to write without offering proofs : ‘God commanded,’ 
‘God spake.’” Or again, about a.p. 180 in his work On the 
Differences of Pulses: ““One might more easily teach novelties 
to the followers of Moses and of Christ than to the physicians 
and philosophers who cling fast to their schools.” How 
astonished the writer of such phrases would be at hearing tha’ 
his anatomical and clinical findings, often demonstrably false 
even to the unaided senses, would remain for a millennium 
and a half as a rigid standard to which all observations must 
conform. Dr. Walzer’s work illustrates a most unexpected 
by-way of medicine, and he deserves great credit for the 
admirable way in which he has shown that what may seem a 
very obscure issue is in fact not without bearing on our own 
ways of thinking. 








The British Journal of Psychiatric Social Work is published 
(3s. 6d. a copy) by the Association of Psychiatric Social Workers 
and is obtainable from 1, Park Crescent, London, W.1. 
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PLASTIC BONE MODELS , a. a 
































































Fic. 1.—Plastic skulls. 





Fic. 2.—Mandible with anatomical markings. 





Fig. 3.—Which is real and which is plastic ? 


PLASTIC BONE 
MODELS 


FROM A SPECIAL CORRESPONDENT 


The human skeleton has long been used fo: 
teaching medical students and medical auxili- 
aries, but the supply of bones has always been 
limited. The current high prices of skulls and 
skeletons reflect an increasing demand which 
cannot be met by the available supplies. The 
importation of two to three thousand skeletons 
a year from Russia, India, and France is care- 
fully regulated at every stage; but there is no 
guarantee that the material will be in good 
condition at the end of a long journey. 

These factors have influenced the produc- 
tion of, and interest in, synthetic or plastic 
bone substitutes from which artificial skeletons 
can be constructed. The idea of moulding human bones 
and casting them in plastic was conceived by Blaine in 
1945, and in the same year the first “bone” (os calcis) 
was produced. The ensuing three years were spent in the 
development of moulding and casting materials. Fine detail 
had to be reproduced so that the final product should have 
the appearance of dried bone. During the past year manu. 
factured specimens have been exhibited, and it is understood 
that the pilot stage of multiple production has now been 
reached by Educational and Scientific Plastics, Ltd. 

The elaboration and manufacture of plastics to this end 
is obviously an achievement, but—although it is easy to be 
critical at this stage—perfection of technique is still far 
ahead. At present there are two main difficulties: in the 
process of casting some of the finer details may be lost. 
and, as there is a relative shortage of anatomically perfect 
originals, flaws are likely to be reproduced. A certain 
amount of cleaning up of the cast specimen is necessary. 
and if large-scale production is undertaken this operation 
must perforce be carried out by unskilled labour ; hence 
minute markings are in danger of being scraped or tidied 
away with the flash marks (Fig. 1). 

One striking difference between these models and actual 
bones is immediately apparent. The articular portions of 
bone are characterized by smooth, burnished 
surfaces, sharply demarcated even in the 
oldest specimens: the surfaces of the plastic 
counterparts, however, are almost homo- 
geneous and physical articulation is less 
readily appreciated. 

No doubt these disadvantages will be over- 
come in the future, but at present artificial 
bones do not readily permit a detailed stud 
of osteology. Anatomy is neither taught nor 


ciation of normal variation is essential. This 
desideratum might be met in part by the pro 
duction of several different sets of synthetic 
bones. It would then be possible for students 
to compare the varying markings in the two 
sexes and at different ages. 


For schools, first-aid workers, and medical 
auxiliaries’ these models probably fulfil all 
needs and provide a real answer to the short- 
age of natural bones. There is also some 
Answer on p. 502. slight advantage in terms of cost, but for a 
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manufactured article the reduction by only 
one-third still leaves a high figure. 

The moulding material used is.a polyvinyl 
chloride copolymer, but other elastomers are 
employed depending on the intricacy of the 
original specimen. Casts are then made from 
the prepared moulds, the substance used being 
based on methyl methacrylate with added 
colouring matters and fillers; alternatively, 
hard polyvinyl compounds are used. In 
normal use the casts are therefore unbreak- 
able and they have a surface which can be 
drawn upon and cleaned at will (Fig. 2). The 
synthetic product is in some cases heavier 
than bone, probably because it is solid. 

It is understood that other, and possibly 
better, moulding and casting compounds are 








being developed, and, even from the present 
results, it is fair to assume that the process 
could be capable of a high degree of accuracy, 
particularly under expert supervision. The standards of 
reproduction are well shown in Fig. 3. There is little to 
indicate which is the real bone and which the plastic 
counterpart. Further improvements might be effected by 
careful tinting of the models to represent living bone, and 
also articulation of the joints could be achieved by fashion- 
ing plastic capsules and ligaments (Fig. 6). So far most of 
these synthetic skeletons have been articulated conventionally. 

Functional models and diagrammatic models (Fig. 5) are 
devoid of most of these drawbacks, for detail is unimpor- 
tant, but the broad principles of muscle action may be 
imitated and studied. Similarly the diagrammatic eye is 
three-dimensional ; it may be taken to pieces (Fig. 4) and 
examined in conjunction with a two-dimensional key. 
Models like these have never been used widely in medical 
teaching, and it is interesting to conjecture what may evolve 
from the use of plastics in this connexion. 

The construction of the complete artificial skeleton repre- 
sents the most recent advance in the use of plastics in 
medicine and surgery. Beginning with dishes and instru- 
ments, and moving to dressings, external splints, prostheses, 
and suture material, this present development bears a 
relationship to the polythene femoral stump recently 
implanted in the living body. 

* Perspex” has been widely used for oxygen tents, and 
most surgeons are now familiar with nylon ‘ 
sutures. Plastics have found other uses in the 
hands of the pathologists for mounting 
elegantly all sorts and shapes of specimens, 
and dental mechanics now have a plastic lore 
of their own. 

it may well be that plastic bone models 
of the kind depicted here will find an increas- 
ing field of usefulness in medical education. 
There are obvious possibilities at the preclini- 
cal stage and in postgraduate teaching. Far 
away in the future they might also provide 
some fascinating speculative problems for the 
archaeologists. 


We are indebted to British Plastics for Figures 
4, 5, and 6, and to the Department of Medical Photo- 
graphy, Westminster Hospital, for the remainder. 
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Fic. 4.—Diagrammatic model of the eye. 


Fic. 5.—Functional foot (incomplete). 


Fic. 6.—Pelvis with attached ligaments. 
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TUBERCULOSIS AS A PRESCRIBED DISEASE 
B.M.A. MEMORANDUM 


The Council of the British Medical Association has recently 
recommended that notifiable tuberculosis should be prescribed 
under the National Insurance (Industrial Injuries) Act “ in rela- 
tion to those nurses and other health workers who, by virtue 
of their employment, in the conditions in which the employment 
is carried on, are brought into contact with persons suffering 
from tuberculosis or materials infected with the tubercle 
bacillus.” 

A memorandum on this subject was prepared by a com- 
mittee under the chairmanship of Dr, R./R. Trail and has been 
approved by the Council. The memorandum was formally 
submitted to the Industrial Diseases Subcommittee of the 
Industrial Injuries Advisory Council, and oral evidence was 
given by Dr. R. R. Trail, Dr. Marc Daniels, Dr. N. J. England, 
and Dr. Mary Esslemont on February 17. 

In its deliberations the B.M.A. committee was guided by the 
principles set out in an explanatory memorandum issued by the 
industrial Diseases Subcommittee. Here two questions were 
emphasized : 


“* (a) Whether there are sufficient grounds for advising the Minister 
of National Insurance that the risk of tuberculosis should be treated 
as an occupational risk amongst nurses and health workers, or 
particular classes of’ nurses or health workers; 

“*(b) In exactly what circumstances it would be reasonable to pre- 
sume that a nurse or health worker who had contracted tuberculosis 
had done so as a result of her or his employment.” 


The committee found comparatively little evidence on these 
questions apart from the figures given in the Prophit survey 
of the Royal College of Physicians. The most important find- 
ings of this survey are reproduced in the memorandum. The 
committee considered this and other evidence in relation to 
Subsection (2) of Section 55 of the National Insurance 
(Industrial Injuries) Act, which provides that “a disease or 
injury may be prescribed . . . in relation to any insured per- 
sons, if the Minister is satisfied that (a) it ought to be treated. 
having regard to its causes and incidence and any other rele- 
vant considerations, as a risk of their occupations and not as 
a risk common to all persons; and (b) it is such that, in the 
absence of special circumstances, the attribution of particular 
cases to the nature of the employment can be established or 
presumed with reasonable certainty.” 

The committee also examined the Report of the Depart- 
mental Committee on Industrial Diseases, in which this sub- 
section of the Act was discussed, and found itself in full 
agreement with the conclusion that “the primary considera- 
tion should be whether a disease is specific to the occupations 
concerned, or, if it is not so specific, whether the occupations 
of those persons cause special exposure to risk of the disease, 
such risk being inherent in the conditions under which the 
occupations are carried on.” 


Special Exposure 

The memorandum goes on to state that, clearly, tuberculosis 
is not a disease which is specific to the occupation of nursing. 
Equally clearly, it is a disease to which nurses are exposed, 
and to which, having regard to the conditions of their employ- 
ment, one might expect to find that they were specially exposed. 
The available evidence, relating only to hospital nurses and 
admittedly meagre in amount, is such as to confirm this 
expectation. The committee therefore considered it reason- 
able to regard the condition stated in paragraph (a) of Sub- 
section (2) as fulfilled in the case of tuberculosis, “so far as 
hospital nurses are concerned.” 

The committee found it impossible to differentiate between 
nurses employed in different kinds of hospital and between 
those engaged in other health services. On other categories 
of health workers it appeared that there was no reliable evi- 
dence, and in these circumstances the committee thought the 
reasonable course was to assume that the special risk demon- 
strated in general hospitals as applying to nurses applied also 


to health workers who were brought into contact with 
tuberculous patients or infected materials. 


Recommendations 


On this basis the memorandum concludes with the following 
detailed recommendations : 


A. Notifiable tuberculosis, if prescribed in relation to nurses 
and health workers in Part 1 of the First Schedule, should be 
specifically excluded from the operation of Regulation 4 (1) 
of the National Insurance (Industrial Injuries) (Prescribed 
Diseases) Regulations, 1948, which allows presumption onl) 
where the insured person was employed in the scheduled 
occupation within one month immediately preceding the 
development of the disease. 

B. Where a nurse or other health worker suffering from 
pulmonary tuberculosis was not examined by x ray at the time 
of leaving the employment, there should be no limit of time 
for the operation of a presumption that the disease is attribut- 
able to the employment. 

C. Where a nurse or other health worker suffering from 
pulmonary tuberculosis was found clear of the disease by 
t-ray examination at the time of leaving the employment, a 
time limit of one year should be prescribed for the operation 
of a presumption that the disease is attributable to the employ- 
ment. Where the time limit has expired, each case should be 
considered on its merits in the light of all the relevant evidence. 
the disease being attributed to the employment in appropriate 
cases without regard to the period of time that has elapsed 
since the termination of employment. 

D. Cases of non-pulmonary tuberculosis among nurses and 
other health workers should be treated as in B above, no time 
limit for a presumption being prescribed. 

E. Presumption in these cases should not be conditioned by 
any prescribed minimum length of time of employment in the 
occupations concerned. 








THE CIRCULATION IN DISEASE 


VENOUS PRESSURE AND CARDIAC OUTPUT 


A University of London lecture on “The Circulation in 
Disease” was given by Professor J. G. G. Borst, of th 
University of Amsterdam, at the Westminster Hospital Medica: 
School on February 7. Sir Arnold Stott, senior physician to the 
hospital, presided. 

Professor Borst spoke of the honour he felt in giving a lecture 
under the auspices of the University of London, where’ so man\ 
important investigations on the circulation had been carried 
out. In particular he spoke of his admiration for Starling 
whose work was of special importance to the clinician. h 
was Starling who showed that when venous pressure was 
increased the cardiac output was raised proportionately, but 
that this did not continue indefinitely ; after reaching a certain 
limit any further increase in venous pressure resulted in a sharp 
fall in cardiac output and damage to the heart. Starling also 
studied the fatigued heart, which he found to obey the same 
principle except that the raised cardiac output with increased 
venous pressure was of much less extent. The work of Starling 
was not at first appreciated by clinicians as it should have been, 
but its importance in the study of heart failure was now better 
understood. Professor Borst also paid a tribute to the work 
of Schaefer, McMichael, and other British physiologists which 
had led to a better understanding of the patient’s response to 
therapeutic measures. 

In Amsterdam in measuring venous pressure they did not 
take the veins of the inner arm, which were too distant, but 
made their measurements instead at the external jugular vein. 
where the pressure in the right auricle could be measured very 
exactly and reliably, the only condition being that the patient 
must be in the proper position for observation. With the 
patient propped up in bed it was often assumed that the venous 
pressure was not increased when no pulsation was seen in the 
vein. If the patient was in the proper position, lying relaxed 
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and flat on the bed, perhaps with the foot of the bed raised, 
the fluctuations could be watched and the lowest point where 
collapse of the vein occurred during respiration determined. 
When that point was noted it was possible to estimate the 
venous pressure quite exactly. In the Dutch medical school 
students were required to find that point in their examinations. 
and if they could not do so they were failed. It might take 
three or four minutes before the exact point was determined. 
More than 10,000 such determinations had been made in his 
clinic, some patients being examined several times a day, and 
some yery interesting graphs had beer? worked out. 


Retention of Sodium Chloride: A Physiological Reaction 


Unfortunately there was no such simple method of deter- 
mining the cardiac output, but there was a useful substitute. 
it was well known that salt in the diet was harmful to a patient 
with cardiac failure. The normal person who took salt with 
his food excreted it within 24 hours, but the patient with heart 
failure retained the salt with an equivalent amount of water. 
American investigators had determined the renal blood flow 
in patients with cardiac disease, and, finding that it was dimi- 
nished, leading to impairment of kidney function and retention 
of sodium chloride, assumed that such retention was patho- 
logical and harmful. But from observations which Professor 
Borst had made on patients suffering from peptic ulcer with 
haemorrhage he had come to the opposite conclusion—namely, 
that sodium chloride retention seen in any type of depression 
of the circulation was not a harmful process but, on the con- 
trary, a physiological reaction of the kidney essential to the 
maintenance of life. 

In 1939 Sanguinetti discovered that blood urea was increased 
in patients with peptic ulcer. No explanation could be given, 
but the discoverer suggested that the urea originated in ‘blood 
digested in the intestines, and it was also suggested that the 
loss of chlorides due to the vomiting so often seen in patients 
with haemorrhage was responsible for the impairment of kidney 
function and that this was the cause of the high blood urea. 
Professor Borst happened at that time to have a patient with 
haemorrhage from peptic ulcer, and on examining the urine he 
found an absence of chlorides. Thinking that the reason for 
the high blood urea was the shortage of chlorides, he gave a 
blood transfusion and instructed the nurse to give salt to the 
patient. The urine, however, still continued to show no traces 
of chloride. This patient eventually died, and at necropsy the 
kidneys were found to be normal. The chloride level in the 
blood was high. Why had the kidneys not excreted chlorides ? 
Following this he observed other patients who had repeated 
haemorrhages from peptic ulcer and in whose urine there was 
only a trace of chloride, yet there was no impairment of kidney 
function, because potassium excretion was maintained normally. 
it was clear that the excretion of sodium chloride was not 
dependent on the level in the blood. When patients recovered, 
the excretion of sodium chloride recommenced, usually start- 
ing two or three days after the last haemorrhage, and was 
large in amount. It seemed to him highly improbable that this 
retention was a pathological mechanism, for it was useful to 
the organism. No better measure could be devised to increase 
the volume of plasma than for the kidney to retain these con- 
stituents. The retention was a natural reaction of the kidneys 
when there was shortage of blood. 

Professor Borst proceeded to give details of illustrative cases 
of heart failure with high venous pressure and low output of 
water and sodium chloride. In the case of a patient with 
hypertensive heart failure and auricular fibrillation whose 
venous pressure was very high and whose excretion of sodium 
chloride was low, 1.5 ml. of “ digoxin” was given, and this 
brought about a fall in venous pressure with a very large 
increase in the output of the chlorides, and the circulation time 
went down markedly within a few hours. 

A patient was admitted to hospital with extremely high venous 
pressure and with low chloride and water output. For three days 
the condition became worse, the venous pressure rose further, and 
the chloride output became negligible. He was given a mercurial 
diuretic, disturbing the normal relation between the venous pressure 
and the chloride output, whereupon an enormous quantity of water 
and sodium chloride was excreted, resulting in a fall of venous 


pressure, though this was still far above normal. The patient did 
not like his salt-free diet, and he was allowed a certain amount of 
salt, which he supported quite well, the venous pressure still going 
down and excretion increasing. Later, however, with a larger 
chloride intake, venous pressure went up again until it reached the 
point at which it had stood on his admission to hospital. Digoxin 
was injected, and was followed by a steep fall in venous pressure ; 
the salt excretion was still below normal level, though gradually it 
‘came back to normal. If a graph had been made of that case the 
same type of curve would have been shown as Starling had 
demonstrated. : 


Patients with severe heart disease did not excrete salt when 
their venous pressure was low, but as it rose they started to 
excrete a little more. When their venous pressure was high 
again they did not excrete salt at all, and if such patients took 
more salt than 1-g. a day they were likely to die of heart failure 
unless treated with mercurial diuretics to free them from excess 
of salt. 








PROMOTION OF MENTAL HEALTH 
INTERNATIONAL SYMPOSIUM 


A meeting in London of the executive of the World Federation 
for Mental Health on February 17 was made the occasion for 
a discussion, at the Royal Society of Medicine, on “ Mental 
Health within the Family and the School.” Professor J. M. 
Mackintosh presided, and Dr. J. R. Rees, director of the World 
Federation, introduced the members of the executive, who had 
come from-Canada, the United States, France, Switzerland, 
Holland, Sweden, Italy, Egypt, and India, together with 
observers from the World Health Organization and Unesco. 

Professor Mackintosh said that on a recent visit to Geneva 
he had been impressed as never before with the urgency of the 
need to build up in every country positive ideas of mental health 
rooted in the home and in the schools. 

Dr. A. Répond, director of the Maison de Santé, Monthey. 
Switzerland, and president of the World Federation, described 
his efforts over the last 25 years to introduce the principles of 
mental hygiene in Valais, supposed to be the most backward 
canton in Switzerland, where for the most part conditions of 
life had remained unaltered for centuries. He had started by 
sending out speakers who had no Success until their words were 
accompanied by practical work. Even then little progress was 
made until there was some industrialization in Valais and men 
left their home farms to work in more distant factories. This 
brought about a need for readjustment in family relationships. 
In some families a psychopathic strain, hitherto concealed, was 
disclosed. Some juvenile delinquency came to the surface. 

When mental hygiene in such a community proved itself 
successful in one instance the door was immediately opened 
to success in a number of cases. A further difficulty in the 
canton was that it contained both French- and German- 
speaking communities. The first impression of the mental 
hygiene workers on turning from the French-speaking to the 
German-speaking children was that the latter were feehle- 
minded, but this was not the case at all. They simply needed 
a different interpretation. They had a different way of thinking 
and a different spirit. He stressed the need for a carefully 
selected technique in mental hygiene, having regard to the 
circumstances of the community which it served. 

Professor W. Line, professor of psychology in the University 
of Toronto and president-elect of the World Federation, spoke 
on mental health and education. He, too, emphasized the need 
for practitioners in mental hygiene to adapt their methods to 
the particular community. In Canada some films had recently 
been produced under the careful supervision of psychologists 
portraying the life of a girl through childhood and school, in 
an over-protected environment, up to womanhood. These films 
were shown in the new Canadian province of Newfoundland, 
where, however, they elicited only comments about “funny 
people in a funny place called Toronto.” In Newfoundland 
these films were divorced from their local and collateral refer- 
ences and so were not a good medium oi instruction. It was 
stated by another speaker, however, that the same films had 
found great acceptance in Germany. 


RR er re tem te et 


ms —~ — . , — — - = oo see — - “ je > : " ow ak et 
ELT TS TLE yA NAT a ae NASR NANG S Tanne ee” Reet aes evenctgur oreaar oneness seeemees a 


eer 


paanens 

























































































rs = 














486 Fes. 25, 1950 


PROMOTION OF MENTAL HEALTH 


Britisu 
MEDICAL JOURNAL 








The functions of the teacher called for careful examination 
from the point of view of mental health. Too many children 
grew up with a feeling that they should be subservient to 
someone above them and arrogant to someone below. The 
teacher had a right to be authoritative on the -subject-matter 
and technique for which he had been trained, but beyond that 
he should be very careful how he imposed authority. A good 
teacher would limit his authority to those subjects on which he 
was supposed to be authoritative and would be very wise and 
careful in what he did in the control of the child beyond that 
borderline. 

Professor H. C. Rumke, professor of psychiatry and dean of 
the Faculty of Medicine, University of Utrecht, spoke on the 
family as the important unit in society and in the establishment 
of mental health. In Holland, he said, the first organized attack 
upon this problem was made in 1937, when a national confer- 
ence was called. The subjects discussed were very much the 
same as those under discussion to-day : how to prepare the 
young man to be the head of a family ; neurotic families ; anti- 
social families, and so forth. The war had made many things 
different, but mostly the incidental things; the big problems 
remained as they were before. Thirteen years ago, as now, 
they heard laments that the family was in danger, and that 
standards of ethical living had been lost. The high divorce 
rate was deplored, as well as much sexual misbehaviour. These 
things were not new. They had always existed in human 
society, but now there was a greater awareness of them. 

The speaker described the organization in Holland for 
marriage guidance, child guidance, and the like. It was 
appreciated that in the case of the neurotic child the neurosis 
started in the family and should be treated there. The mental 
health movement had formulated certain principles, as, for 
example, that mental health was a condition which permitted 
of the optimal development, physical, intellectual, and 
emotional, of the individual so far as this was compatible 
with the like development of his fellows. A good society was 
one which ensured this to its members, while manifesting the 
same spirit towards other societies. In conclusion he called 
for more research on this subject, and begged workers in the 
mental health field not to follow one psycho-analytical school 
to the exclusion of others. 

Dr. J. R. Rees gave a final summing-up. He said that the 
report of the Expert Committee on Mental Health, made for 
the World Health Organization, would soon be generally avail- 
able. The World Federation could claim that it had suggested 
certain of its ideas, following upon the International Congress 
on Mental Health which was held in London in the summer of 
1948. But it was a new document, which placed the whole 
question of mental health work in relation to a much wider 
community, including all those people who through indifference 
or ignorance were unaware of the problems which made so 
many sick and ineffective and which led to so much social 
indiscipline and ultimately to war. 

It was not unrealistic, Dr. Rees declared, to expect that in 
all countries effective preventive measures, wisely thought out 
and scientifically based, might be put into operation. This was 
a problem for the World Health Organization and for the 
World Federation for Mental Health. Here the World Federa- 
tion could help WHO and other United Nations organizations, 
particularly Unesco, which was so largely concerned with the 
educational and social side. 








A non-profit-making insurance scheme is run by the Western 
Provident Association for Hospitals and Nursing Home Services 
Limited. It offers financial help towards the cost of physicians’ 
and surgeons’ fees, maintenance in hospital private wards and 
nursing-homes, and private consultations with specialists. There 
is a special scheme for the medical ‘profession for maintenance 
benefits only. Full information may be obtained from the 
secretary of the Western Provident Association at any of the 
following addresses: Royal London House, Bristol; Broad 
Street Chambers, Bath; Baker Street, Weston-super-Mare ; 
North Lane House, Yeovil; 15, Dollar Street, Cirencester ; 
107, Newport Road, Cardiff. 





Reports of Societies 








INTERVERTEBRAL DISKS 


At a meeting of the Liverpool Medical Institution on Januar) 
19, with the president, Professor CHARLES WELLS, in the chair 
there was a discussion on “ The Intervertebral Disk.” 

Mr. G. V. OsBorne; on behalf of Mr. W. J. Virgin, reported 
the results of an investigation into the elastic properties of 
the intervertebral disk. Disks were compressed with an Olsen 
compression testing machine. The effect of intermittent and 
constant loading, saturation with Ringer’s solution, and deliber- 
ate incision of the posterior part of the annulus were studied 

It was found that the intervertebral disk was capable of main- 
taining very great loads without disintegration. Recovery of 
the disk after deformation depended upon the taking up of 
tissue fluid by the disk and the removal of the deforming force 
Complete recovery was modified by the duration of the force. 
Herniations of disk material were produced infrequently. 
although heavy loads were used during compression. Angled 
incisions into the annulus produced definite interference with 
the elasticity of the disk, but this did not occur with a simple 
linear incision. The elastic limit of the intervertebral disk wa: 
relatively greater in mature adult specimens, and it appeared 
that the resistance to compression of an immature disk wa: 
related to the presence of the nucleus as a distinct entity. 

Mr. E. N. WARDLE spoke on the conservative treatment of 
disk lesions. Suggesting that a disk lesion involved the whole 
lumbar spine, he emphasized the fact that spinal deformit: 
was the one thing which distinguished the condition from the 


- many other causes of similar pain. The usual history of inter- 


mittent backache, culminating in acute sciatic radiation; the 
association of muscle spasm with the characteristic spinal list : 
and the strongly positive leg-raising test, all confirmed this point 
Loss of normal elasticity, resulting in instability of the lumbar 
spine, was discussed in relation to backache, bulging of the disk. 
and final displacement of the disk with incidental sciatic signs 
and symptoms. 

The so-called conservative treatment was based on the 
accepted principle of correction of a deformity and retention 
of the corrected position. Reviewing the several methods, Mr 
Wardle expressed a strong preference for the head suspension 
plaster and pexuloid jacket. This had produced successful 
results in 70% of 269 cases. It was claimed that this method 
stabilized the spine again, and that the good results indicated 
that a proportion of degenerated disks were capable of regaining 
their elasticity. The 30% of cases that relapsed were those in 
which there was no power to regain elasticity ; this was the 
true indication for removal of the disk. 


Operative Treatment 


Mr. A. SutcLirFe Kerr said that operative treatment for 
ruptured intervertebral disks should be considered only when 
conservative treatment had failed. He believed that three weeks’ 
absolute rest in bed was an adequate form of conservative treat- 
ment. It rested the disk at least as well as when the patient 
was ambulant in plaster. | Neurological signs were usually 
present, the most constant being limitation of straight-leg raising 
and diminution of the ankle jerk. Radiological examination 
was not of much help, and myelography should be employed 
only for cases in which the history was not characteristic and 
cases in which there was a suspicion of some other condition 
such as cauda equina tumour. 

The operation of choice was a fenestration operation with 
minimal removal of bone, and in difficult cases a hemi-lamin- 
ectomy gave an adequate exposure. Fusion of the spine should 
not be undertaken at the same time as removal of the disk, but 
might occasionally be necessary if there was severe back pain 
subsequently. He did not advise operative treatment in cases of 
lumbago. In his view lumbago was due to degenerative changes 
in the disk ; its pathology was not properly understood, and it 
was better treated conservatively. 
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Cervical disk lesions were not as common as lesions of the 
lumbar disks. The operation was more formidable, but became 
essential if there were signs of pressure upon the cord. Some- 
times the lumbar disk protrusions were so big that paraplegia 
resulted ; he had had twelve such cases. Statistics from recent 
literature and from his own cases were quoted. They showed 
that between 50% and 60% of cases of sciatica were cured by 
removal of the protruded disk ; a further 25 to 30% were sub- 
stantially improved ; 10 to 15% were not relieved ; only about 
1% of cases were made worse. 

Mr. F. C. Dwyer, while agreeing with the general principle 
of treating cases of sciatica conservatively in the first instance, 
said that he felt that unless patients obtained relief quite early 
after the application of a plaster jacket it was wrong to subject 
them to the continued discomfort of a jacket worn for a pro- 
longed period. If treatment by a plaster jacket was going to be 
successful, it should be so in eight to twelve weeks. If there 
was no early relief from pain, if symptoms still persisted after 
twelve weeks’ conservative treatment, or if there was recurrence 
at a later date, operative treatment should be undertaken. The 
fenestration operation was a straightforward procedure which 
did not leave any residual weakness of the spinal column. 

At the same meeting Mr. P. K. Duraiswami read a short 
paper on “ Insulin-induced Skeletal Abnormalities in Develop- 
ing Chickens.” 








Preparations and Appliances 
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DISTALLY ILLUMINATED OESOPHAGOSCOPIC 
TELESCOPE 


Mr. DonaLp BarRLow, M.S., F.R.C.S., writes: Clinicians who 
habitually use the oesophagoscope have doubtless found that 
the pattern designed by Negus is more satisfactory than others. 
They cannot, however, fail to have experienced difficulty in 
making accurate diagnoses with the instrument because of 
its proximal illumination and the distance between the eye and 
the object under examination. For this reason carcinoma is 
not always easy to distinguish from simple ulcer, and so on. 
The problem is particularly acute when examining the distal 
end of the oesophagus. 

With this problem in mind, Mr. Shrantz, of the Genito- 
Urinary Mfg. Co., has at my request kindly designed the 
instrument here illustrated. This consists of a simple tele- 
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scope illuminated with a distal lamp, and can be used in 
conjunction with suitable biopsy forceps. An excellent “ close- 
up” view is obtained. 

For general use the addition of the simple telescope will 
be found most helpful. It does not, however, quite meet the 
problem of examining the lowermost oesophageal limits, because 
at the diaphragmatic level the oesophagus bends forwards 
somewhat sharply below the level of the heart and it is still 
a little difficult to get a completely satisfactory view, especially 
in kyphotic subjects. Mr. Shrantz is now designing a telescope 
in which the distal 2 in. (5 cm.) or so can be bent forwards 
by rotating a lever on the proximal end, the light being corre- 
spondingly bent by a system of prisms on the lines of the 
modern gastroscope. The improved instrument is not yet 
available. 


Correspondence 








G.P.s’ Help in Peptic Ulcer Inquiry 


Sir,—Substantial differences in the proportions of duodenal 
to gastric ulcer are being reported in perforation series from 
different parts of the country—6} : 1, for instance, in Glasgow, 
almost 9:1 in Newcastle-upon-Tyne,? and about 3:1 in 
London.’ There is no obvious explanation for these dis- 
crepancies, and so little is known of the causes of ulcer and 
its increase in recent years that no clue should be neglected. 
We are therefore following it up in a small investigation. 

The Ministry of Food has kindly agreed to send a com- 
munication from the Medical Research Council to the certifying 
doctor for each occasion priority milk/eggs were claimed on 
R.G.50, Class 1(D), in Glasgow, Newcastle-upon-Tyne, Willes- 
den, and Acton during a period in December, 1949. This 
communication will contain an explanatory covering letter, a 
form for entering facts about the patient—such as sex, age, 
situation of ulcer, etc.—and a stamped addressed envelope for 
its return to us. When the information is analysed it should 
be possible for the first time to work out rates for different 
types of ulcer in different areas of the country and to know 
whether some areas have a particularly high and/or a parti- 
cularly low incidence of gastric or duodenal ulcer. 

A serial number system will be used whereby the confidential 
nature of medical information will be faithfully preserved. 
No names will pass from the doctors to us ; no information will 
be passed back by ourselves to the Ministry of Food. We have 
consulted the chairman of the Central Ethical Committee of the 
British Medical Association and he assures us that there can be 
no ethical objection to’ the completion of the forms. 

We hesitate to trouble doctors, and in particular general 
practitioners, with yet another form to fill; but there is no other 
practicable way of getting this necessary information. National 
Insurance certificates cannot help us, as they are concerned with 
absence from work among the insured section of the population. 
We should therefore be most grateful for the assistance of 
practitioners in this inquiry.—We are, etc., 

J. N. Morris. 
F. Avery JONES. 
RICHARD DOLL. 


Social Medicine Research Unit, M.R.C., and the 
Gastro-enterological Department, Central Middle- 
sex Hospital, London, N.W.10. 
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Insufficient Anaesthesia 


Sir,—I wonder, in view of Dr. Massey Dawkins’s experience 
(February 11, p. 373), whether we should be grateful to my 
colleague, Dr. E. H. Winterbottom, for the publication of his 
case of insufficient anaesthesia (January 28, p. 247). That a 
patient may wake up during an operation is no new possibility. 
Long before the days of “ curare” many anaesthetists working 
in casualty or dental departments have had patients who com- 
plained of pain during operative procedures. This was due to 
faulty technique, and the advent of curare does not alter that 
position. 

There are, however, one or two points in regard to the case 
under discussion which I feel should be made clear. In the 
first place, contrary to Dr. Massey Dawkins’s assumption, the 
patient was not “fully curarized.” Dr. Winterbottom relates 
that “at no time during the operation was her respiratory 
excursion less than about 20% of normal.” I have yet to see or 
hear about a patient completely curarized who had this degree 
of respiratory activity. It is a fact that this particular patient. 
at the time at which she was apparently aware of the procedure. 
was moving sufficiently strongly for the surgeon to request the 
anaesthetist to do something about it. 
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Now the second point I wish to stress is that this case only 
emphasizes yet again the importance of attention to detail in 
anaesthetic technique. Here was a patient anaesthetized for 
four and a half hours who, quite rightly, was only given a 
minimal dose of thiopentone (0.8 g.). With this small dose 
anaesthesia must be maintained with nitrous oxide and oxygen. 
It is impossible to continue anaesthesia with nitrous oxide on 
the closed circuit unless an adequate flow of gas and oxygen 
into the circuit is permitted. Stop the anaesthetic and the 
patient will wake up: that seems to me an entirely reasonable 
and desirable state of affairs. The quick recovery from this 
type of anaesthesia was all too well illustrated by the sequence 
of events when the nitrous oxide was stopped in the case under 
discussion. 

In an experience of well over two thousand administrations of 
this type of anaesthetic nothing like this has ever been seen 
before, and with very ordinary care it should never happen 
again. It would indeed be unfortunate if this regrettable and 
avoidable incident were to be allowed to jeopardize the 
development of a technique which is permitting the perform- 
ance of operations of this length and severity with the relative 
absence of circulatory disturbance or toxic upset to the patient. 
—I am, etc., 

Liverpool. T. Ceci. Gray. 

Sir,—I found the replies to Dr. E. H. Winterbottom’s letter 
(January 28, p. 247) somewhat alarming. Apparently he is to 
be thanked for his “ important and timely” observation. To my 
mind his letter illustrated two points : first, that 0.8 g. of thio- 
pentone and a 50% N,O-O, mixture is not sufficient to maintain 
unconsciousness in an average patient for four hours; and, 
secondly, that 65 mg. of curare is able to produce complete 
voluntary-muscle paralysis, 

Although myself an anaesthetist of very small experience I 
think I can honestly say that I was aware of both these facts 
before he recorded his experience. It would indeed be a pity 
if a most valuable technique of anaesthesia were to fall into 
disrepute on account of experiences of this type; one might 
as well condemn gas-oxygen-ether technique for operations 
requiring great muscular relaxation on the grounds that it is 
possible, by making a mistake, to enter the fourth stage. 

The muscle relaxants are tremendously valuable as adjuvants 
to first-plane surgical anaesthesia, not as substitutes. Their 
one serious disadvantage would seem to be that, although they 
block the unwanted effector reflex responses of straining and 
laryngeal spasm which can still be present in first-plane anaes- 
thesia, they have no effect on the less common but more 
dangerous effector response of bronchial spasm. Hence 
Nosworthy advises the frequent use of minimal ether as a 
bronchial relaxant in this type of anaesthetic. In all humility 
I would challenge Dr. Winterbottom’s statement that even “a 
slight trace” of. ether was precluded as the patient was a 
diabetic. Also, as a result of my own limited experience, I 
would expect that about double the amount of thiopentone 
used would prove necessary in an operation of this length— 
I am, etc., 

Pembury, Kent. 


M. P. CopPLans. 


Sir,—“ Can one conceive of suffering more horrible than that. 
of an intelligent being realizing the gradual loss of all its func- 
tions . . . and finding itself, as it were, entombed alive in a 
dead body?” This conclusion, drawn by Claude Bernard from 
his studies of curare a hundred years ago, and quoted in 
Olmsted's biography (1939, London, p. 226), is evidently very 
much in the minds of your correspondents to-day, and rightly 


so.—l am, etc., 
Oxford. C. G. PHILLIPS. 


Perforated Peptic Ulcer 


Sir,—The article by Dr. Avery Jones, Dr. P. J. Parsons, and 
Miss Barbara White (January 28, p. 211) has stimulated us to 
write in support of the conservative treatment of perforated 
duodenal ulcer. We had intended to collect a much larger series 
before publishing our results, but as we have used with success, 
in addition to suction and hydration, full chemotherapy and 








antibiotics, we believe the time is now opportune to report 
our experiences to date. 

In April, 1947, we decided to adopt, where possible, con- 
servative treatment for all perforated duodenal ulcers. We 
decided to exclude from this treatment diagnosed perforated 
gastric ulcers. "The cases with uncertain diagnosis were also 
obvious exceptions. The decision to try conservative treat- 
ment of perforated ulcer was influenced by our ideas on peptic 
ulcer and our appreciation of certain disadvantages of operative 
closure. We believe that many perforations occur as an acute 
incident in a long-standing chronic stress disease, just as haemor- 
rhage may also occur. Although a certain number of perfora- 
tions appear to be clearly isolated incidents, in our cases the 
chronic background is predominant. We consider that the 
correct management of the perforated ulcer is to tide the patient 
over the acute incident by the safest and simplest means and. 
once over that emergency, to provide permanent cure of the 
chronic disease. In the present state of our knowledge this 
permanent cure can usually best be obtained by partial gastrec- 
tomy. In chronic ulcers we do this elective operation about 
eight weeks after perforation. 

_The other factors influencing our decision were: (1) the high 
mortality in late cases, where we believe that operation greatly 
increases the chances of death ; (2) mortality resulting from a 
severe haemorrhage occurring in the early post-operative period 
is high; (3) previous perforation, when adhesions may result 
in an ineffectual operation being performed ; and (4) the unsatis- 
factory progress of those who perforate in the presence of 
spasmodic or established pyloric stenosis. 


Our first case was a man aged 62 admitted four hours after perfora- 
tion of his duodenal ulcer. He did well for five days on conservative 
treatment. On the sixth day he had a massive haemorrhage which 
was controlled by blood transfusion (7 pints = 4 litres). His chest 
condition (within 24 hours of perforation) had always been so good 
that we could perform an emergency partial gastrectomy, and he left 
hospital fit 14 days after this operation. At operation the perforation 
was an anterior “kissing” ulcer, sealed by the gall-bladder, with 
little surrounding peritoneal reaction. The haemorrhage was from 
a large penetrating posterior ulcer. 

A few of our patients had perforated once, or even twice, before 
A junior colleague operated on one of these with a mistaken diagnosis 
of acute appendicitis. In spite of finding a peritoneal cavity full of 
bile-stained fluid he was unable to find or close the perforation. On 
a conservative regime the patient made a stormy recovery. Subse 
quently a successful partial gastrectomy was performed. 

Our criteria of diagnosis were the classical history and physical 
signs, presence of shoulder-tip pain, absence of peristalsis on 
auscultation, presence of free gas in the abdomen shown by x-ray 
examination, and, in some cases, confirmation by subsequent 
gastrectomy. The so-called leaking ulcer was excluded from this 
series. Conservative treatment in our hands was: (1) adequate con- 
tinuous suction by a Jacques size 10 oesophageal tube; (2) intra- 
venous hydration with careful cRloride control; (3) “ sulphameza- 
thine ” and penicillin are given in the intravenous drip; (4) morphine. 
to rest the patient and the gut, is given six-hourly, the dose being 
estimated according to the condition of the patient. Small amounts 
of fluid by mouth are allowed a few hours after this treatment is 
commenced. This regime is continued until co-ordinated peristaltic 
sounds are heard or, preferably, until the patient passes wind or 
faeces naturally. 


In 32 cases of perforated benign ulcer, eight had surgical 
closure with no deaths, one being a gastric ulcer and the 
remainder being operated on because the diagnosis was 
uncertain. Four of this group came to subsequent gastrectomy 
for chronic ulcer. Of 24 cases treated conservatively, 19 
recovered. 


Three patients were admitted moribund and were all aged people 
living alone and unable to obtain help; their peripheral circulatory 
failure never responded to treatment. A woman aged 69 was 
admitted into the medical wards for massive haemorrhage; she 
perforated while bleeding on the fourth day and never responded 
sufficiently to become even a bad surgical risk. One man aged 50 
died two months after his perforation. On admission he appeared to 
have a perforated ulcer with a long history of previous chronic 
ulcer. He made good progress until the tenth day, when he had a 
massive continued haemorrhage. At operation, in addition to a- 
healed recent duodenal perforation he had a large penetrating gastric 
ulcer with a thick-walled left subphrenic abscess. Gastrectomy was 
abandoned, the stomach opened, and the spurting artery found and 
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oversewn. The abscess was drained. He developed pyloric stenosis, 
and a jejunostomy was performed for physiological rest to allow 
subsequent gastrectomy. Total gastrectomy was required, and he 
died from leak at the anastomosis. 


Of the 19 patients who survived conservative treatment, 13 
had chronic ulcers, one survived an emergency partial gastrec- 
tomy for haemorrhage, and the 12 others are now well after 
subsequent elective gastrectomy. One patient in the ward will 
probably require partial gastrectomy. It can be seen that in this 
small series conservative treatment properly and carefully used 
produces results comparable to the excellent figures quoted by 
Dr. Avery Jones and his colleagues: There was only one death, 
apart from the hopeless cases, and that of a patient who possibly 
could not have been saved by any method. 

Two further points may be mentioned. Patients who have 
perforated before and have experienced operative closure have 
volunteered their preference for the conservative regime. 
Secondly, in some of our patients treated conservatively a minor 
degree of atelectasis has occurred, with rapid resolution. We 
have heard anaesthetists at the bedside discuss at length what 
anaesthetic agent has been used. In’ conclusion, we would 
support the views of the late Mr. Visick, of York, who advo- 
cated partial gastrectomy on all established chronic ulcers, with 
the object of preventing the occurrence of perforation in chronic 
cases.—We are, etc. 

W. G. GILL. 

Guildford, Surrey. T. P. N. JENKINS. 

Sir,—I have read with great interest the letter of Mr. Robert 
Mailer (February 11, p. 372) referring to the article of Dr. F. 
Avery Jones and his colleagues on. the mortality of perforated 
peptic ulcers (January 28, p. 211). He rightly stresses the 
importance of good anaesthesia, but I feel that he over-simpli- 
fies the problem of minimizing such factors as the age of the 
patient and the time interval between perforation and operation, 
as well as the beneficial effects of antibiotics and breathing 
exercises or chest complications. During recent years the 
importance of gastric suction, coupled if necessary with rectal or 
intravenous fluid replacement, has been universally recognized. 

I would like to make a plea for the use of local infiltration 
of procaine to produce muscular relaxation. From a long 
experience I have found it extremely satisfactory,’ and it does 
not have the disadvantage of impairing respiratory movements. 
All that is necessary is to infiltrate the skin incision, the upper 
half of the rectus sheath, and the region where the 9th dorsal 
nerve emerges deep to the external oblique muscle on either 
side, If necessary the abdomen can then be opened and many 
accessible perforations can be sutured. However, unless the 
general condition of the patient is extremely poor it is better 
to put him to sleep, so that free fluid can be sucked out. It is 
usually necessary to use about 30 ml. of 1% procaine. In spite 
of possible theoretical objections, 0.5 g. of thiopentone may 
frequently be used as the general anaesthetic. I have seen no 
harm come from this combination, but inhalation anaesthetics 
are equally satisfactory. I estimate that I have used such a com- 
bination of anaesthesia in about 200 cases out of a personal 
total of 346.—I am, etc., 


Farnham, Surrey STANLEY C. Raw. 


REFERENCE 
1 Lancet, 1944, 1, 12. 


Sir,—May I state some points bearing on this interesting 
discussion ? In 1934, before the more recent improvements 
in anaesthetic technique, transfusion, and antibiotics came into 
use, I analysed a consecutive series of 210 cases of perforated 
peptic ulcer which had occurred in the previous 10 years. 
Many, of these cases came long distances from the country. 
For instance, in an extreme case a shepherd of 50 perforated 
near the top of a hill 3,000 feet high and some 50 miles away. 
We did not receive him for twelve hours. He recovered, lived 
for 15 years in good health, and died of pneumonia. 

The overall mortality in. the series was 15%. As this was 
at that time as good as most, and better than some, I did not 
venture to publish the series. But when I came to consider 
the overall mortality in a large municipal service in which the 


cases were often admitted within an hour of. perforation and 
found the overall mortality was 30%, or twice mine, I said that 
this justified our then teaching that the mortality chiefly varied 
with the anaesthetic skill available. In the service referred 
to the residents gave the anaesthetics. The time that the last 
meal has been digesting is also a potent factor for asepsis. 

In my cases a large dose of morphine (}-+ gr. = 16-32 mg.), 
according to the patient’s size and degree of rigidity, was given 
before open ether. Some residents, when they had just come on 
the staff, were not sufficiently competent to manage the cases, 
and the honoraries often attended. Almost any surgeon can 
suture the average duodenal perforation efficiently, bale out, 
aspirate, and dry the peritoneal cavity and close the wound in 
layers in from 8 to 17 minutes when relaxation is good, but no 
one can do this, even inefficiently, in much under 40 minutes 
when the anaesthetic goes badly. 

Perhaps these rather crudely stated facts given from memory 
may help to clarify some of the points at issue.—I am, etc., 


London, W.1. G. H. Cort. 


Diagnosis of Perforated Peptic Ulcer 


Sir,—If the purpose of Mr. G. R. C. Peatfield’s letter (Febru- 
ary 4, p. 309) was to stress the fact that the absence of bowel 
sounds in cases of suspected perforation of a peptic ulcer is of 
supreme importance in militating against & diagnosis in this 
condition, then I feel that a note of caution is required. 1 
invariably auscultate the abdomens of acute abdominal emer- 
gencies, and in a series of cases, very much larger than twenty, 
of perforated peptic ulcer I have on several occasions heard 
bowel sounds which were indistinguishable from “ normal.” 

Now normal bowel sounds are rather difficult to define, and 
herein lies the fallacy of describing feeble bowel sounds. When 
Mr. Peatfield says, “I have yet to see a patient with a perfora- 
tion whose bowel sounds were not feeble or absent altogether,” 
he is in fact not making a very’ strong recommendation for 
auscultation of the abdomen as the supreme test in suspected 
cases of perforated peptic ulcer. If one listens to the abdomens 
of patients not suffering from serious intra-abdominal lesions 
one is impressed with the great variation in peristaltic intestinal 
sounds that is heard. A patient may on one occasion present 
an almost silent abdomen, bowel sounds being absent for 
minutes at a time, and when they do occur are feeble in volume. 
Listen to the same patient only a short time later and the picture 
may have changed completely, there being almost continuous 
peristaltic sounds. I think no one will doybt that the normal 
bowel undergoes periods of activity and periods of relative rest. 
Certainly a silent abdomen favours a diagnosis of peritoneal 
irritation. Active peristalsis is against this diagnosis, but, like 
most findings, is just one link in the chain of evidence which 
sways ‘us one way or the other. To suggest that a patient has 
not a perforated ulcer because bowel sounds are present is, in 
my opinion, extremely dangerous. 

I agree that diminution of liver dullness is an unreliable sign. 
not only because liver dullness may be normal in cases of 
perforated peptic ulcer but because it may be markedly 
diminished, as the result of bowel distension, in patients 
who have no such lesion. The test is by no means 
diagnostic of free gas in the peritoneal cavity. A much 
more reliable test, and one which is at least capable of being 
absolutely diagnostic of a perforated hollow viscus (assuming 
there has been no very recent laparotomy), is a straight radio- 
graph of the abdomen with the patient in the sitting position, 
to detect free gas under either diaphragm. I have not yet 
encountered one of these doubtful cases of perforated peptic 
ulcer who has not been able to co-operate in this examination. 

Mr. Peatfield makes no mention of shoulder-tip pain. _ While 
this symptom: is certainly sometimes absent, and denied even 
when the direct question is asked, its presence on either side is 
always highly significant if diaphragmatic pleurisy can be 
excluded, I can only remember one case in which shoulder-tip 
pain was present and at operation I found that there was no 


perforation. That patient had a spontaneous rupture of his 
spleen.—I am, etc., 
Northampton. J. H. C. PuHi.uies. 
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Stress Incontinence 


Sir,—Mr. Llewellin Davey’s letter (January 21, p. 186) about 
the meeting on this subject on December 16, 1949, at the Royal 
Society of Medicine is most interesting. Five openers demon- 
strated on the screen as many different, interesting, and ingeni- 
ous methods of manufacturing “ pink slings for wet people.” 
Professor Chassar Moir emphasized that a sling operation 
should rarely be necessary, and Mr. Davey, by virtue of his 
own uniformly successful method of colporrhaphy, is of the 
same opinion. Mr. Reddington, in 1948, published another 
modified colporrhaphy which had excellent results ; and across 
the Atlantic, also in 1948, Mr. R. Tauber described a some- 
what similar twin-stitch anterior colporrhaphy with similar 
success. 

In my own colporrhaphy modification, which I published in 
1931, the dissection is entirely in a downward direction from 
the cervix, and I claim with due modesty the same degree of 
success, checked by careful post-operative follow-up of the 
patients, examined in both the erect and lying-down postures. 
I believe that my method of dissection from above down sup- 
plies the explanation of a particular technical point, common 
to the four differing techniques above mentioned, which partly 
determines their success. The reasoning process commences 
with a dissection downwards below the uterovesical peritoneum 
in abdominal pan-hysterectomy or Wertheim hysterectomy. 
Every gynaecologist will agree with the great expert who has 
stated that “ the peritoneum is then divided . . . and the plane 
of cleavage between the bladder and the vagina is exposed. 

. The bladder is then separated from the cervix and the 
vagina by thumb pressure. . . . If the bladder is not involved 
this separation takes place quite easily.” From this ease of 
separation it follows that there is no pubo-cervical ligament or 
vesico-cervical ligament between the dissector and the anterior 
vaginal wall. 

When performing anterior colporrhaphy, I start by entering 
from below the loose avascular areolar tissue between the 
bladder and the upper vaginal wall. When simple cystocele 
is present this areolar plane can be followed downwards by 
“ gauzed-digit” dissection as far as the urethro-vesical junc- 
tion; but only if there is also stress incontinence can it be 
followed downwards with comparable ease as a thinning layer 
between the urethra and the thick lower anterior vaginal wall. 
Solidification by new fibrous tissue of the abnormal downward 
extension of this areolar layer may be as important as wide 
removal of the relaxed anterior vaginal wall in curing stress 
incontinence, and I suggest this as the technical point common 
to the above four differing techniques. 

It is less easy to strike this areolar plane when the dissection 
is upwards, as in the Manchester operation, than by downward 
dissection along this plane ; whether the plane is struck or nct 
its partial solidification would in any case be achieved by its 
being pierced by the deep lateral stitches advocated by Redding- 
ton, Tauber, and Davey, and by the deep stitch universally used 
to tie both “bladder pillars” together to the front of the 
uterus. If this areolar plane is not consolidated it could account 
for some of the persistent cases of stress incontinence which 
have rightly been a sore point to gynaecologists from the time 
of the memorable lecture by Professor Watson at the Edinburgh 
Gynaecological Congress in 1923 up to the present day. When 
easy access to the anterior colporrhaphy area is difficult, owing 
to a non-relaxed ostium vaginae, I have for a few years used 
the first half of the posterior colporrhaphy as a preliminary 

“ episiotomy ” procedure. 

As the first exponent in the literature of the use of cysto- 
graphy in the investigation of cystocele and stress incontinence,' 
I was particularly interested in the films shown at the above 
discussion, confirming the points I had already raised in 1931. 
One of the openers stated that one antero-posterior film showed 
a dropping of the whole bladder. In 1932 I realized I had 
made the same error with one of the cystograms published in 
1931. A good truly lateral film will show in every case that 
the anterior-half of the under surface of the bladder never takes 
part in the ptosis that is evident in the posterior half in cystocele 
cases. In my lateral cystograms of the normal female the 
internal urinary meatus was about half an inch (1.25 cm.) 


behind the lowest point of the outline of the anterior half and 
on the beginning of the ascending curve of the posterior half. 
1 found iodide solutions too irritating to the bladder for satis- 
factory cystography and resorted to a completely non-irritating 
medium (which was carefully washed out afterwards) in order 
to exclude urge incontinence. This is important when diagnos- 
ing by cystography the occasional case of subclinical cystocele 
in which the usual clinical signs of its presence are not 
evident. 

Finally, those colleagues with long lists of cystocele cases 
waiting admission to hospital might find, as I have, that a large 
proportion of them can be relieved of stress incontinence in 
the meantime by methylephedrine (0.05-0.075 g.) given by 
mouth three times a day.—I am, etc., 


E. HESKETH ROBERTS. 


REFERENCE 


! Roberts, E. H., Recent Work on Ptosis (Prolapse) of the Female Pelvic Viscera. 
1931, London. 


London, W.1. 


Sir,—I was greatly interested in Dr. Llewellin Davey’s letter 
on stress incontinence (January 21, p. 186), first, because | 
agree that stress incontinence caused by childbirth injuries can 
be nearly always cured by simple vaginal operation, and. 
secondly, because I learned that Dr. Davey had also fixed the 
bladder to the anterior uterine wall as I myself had done when 
performing the Fothergill operation. Since the sling operation 
has been introduced I have always appreciated the ingenuity of 
several devices in this operation based on the physiological 
mechanism of the control of urine, athough I think it must have ° 
been rather difficult to find a case where this operation was 
strictly necessary. 

During the twelve years of my work in the St. Lazar Hospital. 
Cracow, and in the Cracow University Clinic for Women 
approximately 300 cases of prolapse complicated by stress 
incontinence were operated upon (8% of all prolapse cases), and 
I recollect only few cases where owing to suppuration of the 
colporrhaphy wound the stress incontinence was not cured. 
I remember this well, as the question of the usefulness of the 
sling operation devised by German clinicians’ at that time was 
discussed. The technique of the anterior colporrhaphy, which 
was used for repair of genital prolapse and relief of stress 
incontinence, was similar to that used in the Wertheim Clinic. 
Vienna. It consists of: (1) resection of the abundant anterior 
vaginal wall and the pubo-cervical fascia, which were distended 
during the labour and, later, during the development of pro- 
lapse ; (2) suturing of the posterior bladder wall, corresponding 
to the resected vaginal wall, of the bladder neck and of the 
tissue surrounding the urethra, and thus folding longitudinally 
the bladder wall and placing the surrounding tissue on the -back 
of the urethra; and (3) suturing of the edges of the pubo- 
cervical fascia simultaneously with the edges of the vaginal 
wall. 

This procedure restores the normal shape of the bladder. 
forms a supporting strip of dense tissue along the posterior 
bladder wall, the bladder neck, and the urethra, lifts the bladder 
and brings the urethra nearer to the pubes, brings closer the 
opposite parts of the pubococcygeus muscles, and restores the 
normal function of the anterior sling. The bladder was never 
separated from the uterus during the operation; this was 
avoided intentionally, taking into account that the uterus when 
in normal position forms a natural support for the bladder. 
There is no doubt that the cure of the incontinence of urine can 
also be achieved by various other methods employed through 
the vaginal route, as was done, for example, by Reddington,’ 
Pacey,*® Davey, and others. 

Although I have no proof, I have a strong feeling that the 
large percentage of failures of vaginal operations in stress incon- 
tinence is due to the separation of the bladder from the uterus. 
which.is so generally done, and to the shifting of the bladder. 
which is thus often not lifted but displaced. The question 
arises whether, in the reported cases of stress incontinence 
occurring only after the repair of genital prolapse, this is not 
caused. by the separation of the bladder. During my stay in 
this country I have become a follower of the excellent Fothergill 
operation, and, as the separation of the bladder is essential in 
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this procedure, I always restore the connexion between the 
bladder and the uterus after amputating the cervix and trans- 
planting the cardinal ligaments, and then I proceed with the 
anterior colporrhaphy exactly as described above. In a small 
series of stress incontinence cases treated in this way I have had 
no failure in securing the control of urine—I am, etc., 


London, W.3. C. UHMA. 


REFERENCES 
1 Cramer, H., Zbl. out, ‘ate 53, 342. 
2 Brit. J. Urol., 1948, 20, 7 
3 J. Obstet. Gynaec. Brit. Enp., 1949, 56, 4. 


Dangers of Dicoumarol 


$izn,—1 note that Dr. N. P. Kalra and Mr. B. A. Thompson 
‘February 11, p. 376) have given prophylactic dicoumarol to 140 
post-operative patients, none of whom developed any evidence 
of thrombosis. The classical work on this subject is that of 
Bauer, of Sweden. In a masterly paper published in the Lance: 
(1946, 1, 447) he showed that the incidence of venous throm- 
bosis following surgical operations performed on over 40,000 
patients was 1.6% and that the therapeutic exhibition of anti- 
coagulant therapy revolutionized the mortality and morbidity 
in the thrombotic group. He naturally concluded that prophy- 
lactic anticoagulant therapy was totally unnecessary with such 
a small incidence, and it would therefore appear that Dr. Kalra 
and Mr. Thompson’s figures prove nothing.—I am, etc., 
S. M. RIvLIN. 


London, W.1. 
Enteritis Necroticans 


Sir,—The recent publication of several short case reports 
in the British Medical Journal suggests there is a widespread 


‘intefest in a condition now described as “ enteritis necroticans.” 


[t is implied that all such cases have a common aetiology— 
namely, infection with the atypical Clostridium welchii isolated 
by Zeissler and his colleagues (February 12, 1949, p. 267). It 
is important that this apparently new disease should be dis- 
tinguished from other acute forms of enteritis similar in their 
final appearance because of the common effects of mucosal 
necrosis. Three types may be suggested: (1) “Enteritis 
necroticans” which is epidemic locally and associated with 
specific bacterial infection ; (2) necrotic, phlegmonous, or diph- 
theritic enteritis secondary to established arteriolar damage in 
the submucosa—e.g., “uraemic enteritis”; (3) an idiopathic 
group sharing many pathological features with the above, but 
more commonly presenting as an acute regional congestion of 
the bowel, the mucosal necrosis appearing later—e.g., acute 
regional ‘enteritis. 

Acute phlegmonous enteritis seems to have attracted little 
attention in this country, but there has been a good deal of 
discussion in the Continental literature on its relation to acute 
regional enteritis. Erb and Farmer’ reported a minor epidemic 
of acute regional enteritis in 1935, and despite careful bacterio- 
logy were unable to isolate a definite pathogen. Their descrip- 
tion of the disease resembles many reports of sporadic cases of 
acute Crohn’s disease, and their identity could certainly be 
argued. On the other hand, there are many similarities to 
“enteritis necroticans.” Mailer? reported two cases of acute 
regional enteritis associated with purpura, and Barnes and 
Duncan’® later described a case of anaphylactoid purpura with 
similar intestinal lesions. Acute phlegmonous or diphtheritic 
enteritis is also widely accepted as a complication of post- 
operative shock and malignant hypertension. “ Uraemic 
enteritis ” is probably secondary to arteriolar damage. 

These various types of enteritis have much ‘in common, 
though the degree of necrosis and the extent of bowel damage 
are variable. Primary bacterial infection can be excluded in 
many of them, and it is probable that the enteritis is secondary 
to local vascular disease. The association with anaphylactoid 
purpura and periarteritis nodosa is evidence for this, and the 
occasional relation to symmetrical cortical necrosis of the 
kidney suggests that vasospasm at the submucosal level may be 
an alternative to obstructive vascular disease. Indeed it may 
be necessary to invoke vasospasm in many of these cases, 
for there is abundant evidence that the enteritis may remain 


localized even though the vascular damage is equal throughout 
the bowel. 

Pathological studies will always be handicapped by rapid 
post-mortem autolysis, and further analysis of this interesting 
group may depend on careful inquiry into the presence of 
systemic disease which may have local effects in the bowel wall. 
It is possible that “ vasospastic enteritis’’ may prove a satis- 
factory designation for the second group I have distinguished. 
but for the moment a descriptive diagnosis including the nature 
of the underlying vascular lesion should prove adequate. Isola- 
tion of the particular pathogen must remain the standard for 
the diagnosis of acute bacterial necrosis of the intestine.— 
[ am, etc., 

Edinburgh. CHARLES BALP. 
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Displacement of the Trachea 


SirR,—We write with some trepidation, considering our limited 
experience in clinical surgery, but recently we have become 
aware of a physical sign which may be of interest and of 
some value. 

In displacement of the trachea due to unilateral thyroid 
swellings it may be difficult to ascertain with certainty the 
position of the trachea by palpation. However, if the neck 
swelling be auscultated it is easy to pick up the characteristic 
tracheal breathing over a narrow area, and the course of the 
trachea may be mapped out with certainty—We are, etc., 


J. Stuart HALEs. 


London, E.1. 
L. De Jove. 


Erythema Nodosum 


Sir,—While my experience of general practice in England 
is very slight compared with Dr. H. S. Gaskell’s I doubt if it 
is safe to assume that “ over 99% cases of erythema nodosum 
are rheumatic in origin” (February 11, p. 375). Only a fort- 
night ago a mother brought her daughter aged 4 years to see 
me with typical erythema nodosum. A skiagram of the chest 
showed gross hilar-gland enlargement with tuberculous infiltra- 
tion of the lung parenchyma. The Mantoux test was positive. 
Tubercle bacilli were found in the father’s sputum. Does Dr. 
Gaskell consider these findings “entirely coincidental” or 
simply the exception which proves the rule 7?—I am, etc., 


‘ Abbots Langley, Herts. GREVILLE GODBER. 


Vitamin Deficiency and Antibiotics 


Sir,—I was much interested in Dr. S. S. B. Gilder’s concise 
presentation of the symptoms and signs of experimentally 
induced vitamin deficiencies in man (February 11, p. 341). It 
is important to emphasize again that it takes a considerable time 
until definite deficiency symptoms and signs are produced 
experimentally in well-nourished healthy subjects. Attention 
has been drawn recently in greater detail to the quite different 
aspect of deficiency states in disease (British Medical Journal. 
1948, 1, 917). 

In this connexion the following case history might be of some 
practical interest. A well-nourished medical man, 46 years of age, was 
seen on January 30. For six days he had been in bed with shivering, 
malaise, unproductive cough, and high temperature. Physical signs 
were minimal, and the provisional diagnosis of an atypical pneumonia 
was made. Owing to the difficulties in providing “ aureomycin ” 
large doses of penicillin were given immediately—without any effect. 
Pathological investigations (Dr. H. F. Brewer) performed in the mean- 
time supported the original diagnosis, and treatment with aureomycin 
was commenced on February 2 (500 mg. t.d.s.—4 g. in all) with 
immediate satisfactory clinical improvement. 

However, two days after the termination of aureomycin treatment 
the patient developed gross angular stomatitis and cheilosis and the 
tongue became extremely painful, purplish-red, shiny, swollen, and 
denuded. The patient was unable to take hot drinks and hot food 
or fruit, and eating became an ordeal. No other deficiency signs 
could.be detected. Large doses of B vitamins healed the cheilosis 
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and stomatitis within three days, the tongue became painless, 
although it remained oedematous, but at the time of writing the 
patient still complains of loss of taste. 


In four other patients (female), who received 4-12 g. of 
aureomycin respectively, I observed some minor gastro- 
intestinal disturbances (heartburn, nausea, diarrhoea, and epi- 
gastric distress), but all these patients complained of irritability, 
depression, and prolonged drowsiness. 

While this letter was being written, Harris’ reported similar 
mucous-membrane changes after giving larger doses of aureo- 
mycin in the more prolonged treatment of brucellosis. Of 
79 female patients, 24 showed these manifestations (but only 
one out of 31 male patients), which not only involved the oral 
and buccal mucous membranes but also included anal and 
vulval irritation, with fissures and with secondary fungus infec- 
tions. Unfortunately Harris in his paper does not mention the 
nutritional state of his patients. The remarkable disproportion 
in the incidence between females and males is surprising, and 
he suggests the possibility of oestrogen deficiency. My own 
patients treated with aureomycin were in a satisfactory state of 
nutrition, with the possible exception of one woman of 48. This 
patient had contracted a salmonella infection abroad, with 
persistent nausea, diarrhoea, and high pyrexia lasting for over 
two weeks. She was restored with 12 g. of aureomycin within 
six days after her return to London (* chloramphenicol” was 
temporarily unobtainable). 

It would be tempting to speculate how far interference with 
the biosynthesis of vitamins, or a conditioned deficiency, or 
depletion of the vitamin reserves was responsible for the pro- 
duction of this acute deficiency syndrome. The observation 
of Harris that the mucous membrane manifestations appeared 
often within 48 to 72 hours, and that their incidence became less 
frequent and the lesions less severe with concurrent parenteral 
administration of vitamin-B complex, suggests that perhaps a 
more complicated mechanism—e.g., anti-B vitamins* *—might 
be at work in patients treated with aureomycin.—I am, etc., 


London, W.1. Z. A. LEITNER 
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Responsibility for Murder 


Sirn,—Your leading article (February 11, p. 357) draws alten- 
tion to proposed changes in the M‘Naghten Rules. I do not 
want to enter into this vexed question except to suggest that 
one suspects part of the fear of the lawyers about allowing 
emotional factors and lack of control to be considered as 
diminishing responsibility is probably ultimately founded on the 
fear of admitting irresistible impulse. But those of us who 
would like to see the Rules enlarged do not suggest that irresist- 
ible impulse as such should be allowed as an entity: for, though 
I for one believe it exists on occasions (e.g., in psychopaths), 
there is at present no means of differentiating irresistible 
impulse from one that is not resisted. 

There is also of course no suggestion that diminished control 
would imply a verdict of not guilty, but only of substituting 
Broadmoor or some similar institution for punishment. At 
present this alternative is so unpopular that except in a capital 
charge no prisoner ever seems to plead insanity, and one 
wonders if capital punishment were abolished whether the plea 
of guilty but insane would ever be put forward by the defence— 
in which case concern about the formulation of alternatives 
to the M‘Naghten Rules might become largely academic. 

Another important point you raise is the question of examin:\- 
tion of the prisoner by a panel of psychiatrists. It is good to 
see you favour the present method of the defence calling its 
own expert witnesses. When I was in the United States before 
the war I was very much taken by the procedure in Massa- 
chusetts, where under the Brigg’s Law certain felons are 
examined by two psychiatrists appointed by the court. In 
theory it sounds ideal, and in practice it generally works well, I 
am sure, nevertheless I believe there is a real danger that as soon 
as anyone comes to hold an official position he will uncon- 
sciously tend to identify himself with authority. I know from 


examining juvenile delinquents in an official capacity—which, 
however, is a different problem, as disposal and not guilt is in 
question—how hard it is not to take up a quasi-judicial attitude. 
much as in the Services one was forced to weigh the interests of 
the patient against those of the community, instead of being 
primarily the “ patient’s doctor.” Therefore, when a man is on 
trial, it is especially important that he should have the right to 
call whom he likes, leaving it to the court to decide what value 
it attaches to the opinions expressed. 

There is in any case always the prison medical officer available 
to the court who can generally be relied upon not only to give 
a shrewd opinion but, in my experience, a very fair one. Should 
he not appear to do so, then his very association with the prison 
service would cause the jury to discount his opinion. But a 
panel of “impartial experts” would probably be regarded as 
something sacrosanct—which would be bad for the defence and 
ultimately very bad for the experts. The place for panels of 
experts is, as Claude Mullins suggests, in considering disposal 
after the verdict, but not, I submit, before. And it is gratifying 
to see the B.M.A. taking up its position on the side of safe- 
guarding the rights of the individual.—I am, etc., 


London, W.1. W. LInDFsiy NEUSTATTER 


Unhealthy Offices 


Sir,—In reply to Dr. George de Swiet’s query about the 
environmental conditions in offices (February 11, p. 378) the 
position is as follows. 

The more important statutes governing the health and welfare 
of office workers are the Public Health Act, 1936, the Public 
Health (London) Act, 1936, the Public Health (Scotland) Act, 
1897, and the Burgh Police (Scotland) Act, 1892. These Acts 
give wide powers to local authorities to require proper sanitary 
accommodation in work-places, to control the erection of new 
and the alteration of existing buildings, and to make by-laws 
regulating the lighting, ventilation, and sanitation of buildings. 
There is no specific legislation dealing with offices as such. Any 
work-place (including an office) can become a statutory 
nuisance if it “is not provided with sufficient means of ventila- 
tion or in which sufficient ventilation is not maintained or which 
is not kept clean or kept free from noxious effluvia or which is 
so overcrowded while work is carried on as to be prejudicial 
to the health of those employed therein” (Section 92, Public 
Health Act, 1936). In such a case the local council may take 
appropriate action. 

The welfare of office workers was discussed fully by the 
Committee of Inquiry into Non-industrial Employment set up 
under the chairmanship of Sir Ernest Gowers by the Home 
Secretary and the Secretary of State for Scotland early m 1946. 
In its report (Cmd. 7664, 1949, London: H.M.S.O.) this com- 
mittee recommended that the relevant sections of the Factories 
Act, 1937, dealing with working conditions should be extended 
to offices, and the local sanitary authority should be responsible 
for. implementing these regulations. 

Dr. de Swiet implies that a doctor acting as an adviser to an 
employer of office workers could not be expected to point out 
faulty working conditions to the management. But this is pre- 
cisely the function of an industrial medical officer. Similarly 
the private practitioner has every right, and indeed a responsi- 
bility, to safeguard the health of a patient by indicating 
unhygienic conditions to his patient’s employer. Let him, how- 
ever, speak from personal knowledge and not on hearsay 
evidence alone. An office is not a “factory” within the 
meaning of the Act; therefore the factory inspector has no 
jurisdiction therein.—I am, etc., 


Edinburgh. CATHERINE SWANSTON. 


Family Problems in Manchester 


Sirn,—Manchester’s Family Welfare Centres, described by 
Dr. Gertrude Jefferson (January 28, p. 252), are indeed perform- 
ing an excellent public service, but their work must necessarily 
be very limited owing-to the shortage of academically trained 
personnel. This service has not so far developed any educa- 
tional activity, whereas the Manchester and Salford .Marriage 
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Guidance Council has been able to meet a steadily growing 
demand for lectures covering every aspect of preparation for 
marriage. With its expanding remedial service the council is 
able to offer a broadly based public service in the two cities, 
and it is a matter of considerable regret that the Manchester 
authority has not made any financial grant towards the council’s 
work. In the past twelve months great progress has been made 
by this marriage guidance service, whose work is shouldered 
entirely by voluntary personnel. There is room here for both 
services, but in a world of growing bureaucracy we cannot 
afford to let the voluntary spirit be killed because its organiza- 
tion cannot attract even a small grant from the public purse.— 
I am, etc., 


P. J. PITMAN, ' 


Education Secretary, Manchester and 


Manchester. 
Salford Marriage Guidance Council. 


“ Home Perms "—A Possible Danger 


Sir,—It has now been widely recognized that the home- 
permanent-waving outfits which are on sale throughout the 
country depend for their action on ammonium thioglycollate, 
which is applied for a variable time and then neutralized by the 
application of potassium bromate. 

The bromate is usually supplied in powder form which the user 
makes up into the neutralizing solution by mixing with water. 
The resulting solution is colourless, odourless, and almost taste- 
less, and it is therefore possible that in spite of warnings issued 
by the manufacturers someone may drink it. Accordingly it 
may be useful to note the instructions which have been issued 
in the United States for treatment of these cases. 

If the neutralizer has been swallowed an emetic should be 
given: the stomach may be washed out. One level teaspoonful 
vf sodium thiosulphate should be given after the patient has 
been sick. Demulcent drinks such as milk and thin gruel may 
then be taken. If shock is a feature, treat the patient for shock 
but avoid central nervous stimulants. Pain may be relieved 
with morphine. Intravenous therapy with sodium thiosulphate 
has been employed, either by the injection of 10-50 ml. of a 
10% solution or by an intravenous drip, using 100-500 ml. of 
a 1% solution.—I am, etc.. 


London, W.1. R. M. B. MACKENNA. 


Guidance for Retirement 


Sir,—In the Beveridge Report it is estimated that the number 
vf old people (men over 65 years and women over 60 years) 
will have risen from 5,571,000 in 1941 to 9,576,000 in 1971. 
The implications are obvious. The attitude of industry towards 
an early retirement for many still useful members of the com- 
munity is not logical. All persons who can in any way be 
socially useful in their old age should be given the opportunity 
of doing suitable work and engaging in the activities of which 
they are still capable. It is much better to wear out than 
to rust out. 

Most old people are unprepared for retirement, and their 
existence often becomes a pathetic attempt to kill time. The 
sudden end of one’s work and interests can have far-reaching 
personal effects. The incompleteness of the future years is 
feared by many. Much of the misery and hopelessness that are 
so common in the aged community could be prevented by 
advance guidance for retirement. 

Kardiner’ asserts that for an ideal society we would demand 
for the aged that their activitics should never be abruptly 
stopped, but changed in accordance with their altered capaci- 
ties ; for as long as the individual is alive, in addition to food 
and love, he needs the opportunity to be both functioning and 
effective. Is it possible to work out a plan in our society which 
will allow the older person to be active, to maintain his dignity, 
and to feel that his contribution is both appreciated and 
required ?—I am, etc., 

Stafford. CHARLES D. Ross. 
REFERENCE 
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POINTS FROM LETTERS 


Side-effect of Vitamin E Therapy 

Dr. H. Stewart (Watford, Herts) writes: I wish to record an 
interesting side-effect observed during vitamin E therapy. A patient 
of mine has a duodenal ulcer, comparatively quiescent, together with 
an early Dupuytren’s contracture. The latter Complaint was treated 
with tablets of synthetic a-tocopherol acetate. Half an hour after 
takirig the first two tablets the patient developed severe epigastric pains 
and vomiting, which lasted for about an hour. On taking the next 
two the same thing occurred. I therefore advised him to take only 
one tablet, but this again caused the pain and vomiting, On stopping 
administration of the tablets there was no further trouble. The 
symptoms could not be produced by giving other tablets, such as 
aspirin or phenobarbitone. Is there perhaps an instant action on the 
inflamed duodenal mucosa by vitamin E ? 


With Whales and Seals 

Dr. A. W. B. Loupon (Peterston-super-Ely, Glam.) writes; Dr. 
H. R. Lillie is to be greatly thanked for. his article drawing attention 
to the gruesome cruelty involved in the killing of whales and 
seals (December 24, 1949, p. 1467), and I strongly agree with Dr. 
Casson’s remarks (February 4, p. 311). Many years ago I was 
assured by a Norwegian whaling captain in Shetland that the explo- 
sive harpoon caused a much quicker and more merciful death than 
previous killing methods, but he was evidently mistaken. I much 
fear that nothing will be done until it pays better financially to kill 
more quickly. In the meantime, could the popular press help ? 
There is probably profound ignorance on the subject. 


Dr. M. D. Cairn (Bognor Regis, Sussex) writes: I too felt that 
“something should be done.” I sent the paragraph in Dr. H. R. 
Lillie’s article (December 24, 1949, p. 1467) dealing with the atrocious 
cruelties to one of the daily papers asking them to publish it and 
thus bring to public notice an account of these horrors. They 
regretted they could not find the space to do so. I then sent it to 
one of the weekly picture papers. They have gone one better: they 
neither acknowledged my letter nor have they returned the cutting, 
though specifically asked for its return. It is indeed urgent that 
something further should be done ta stop these horrible practices. 


Importance of Preventive Medicine 

Dr. Jacop Katz (Accrington, Lancs) writes: Drs. I. C. Monro 
and Hector Mackenzie-Wintle (December 17, 1949, pp. 1415-16) are 
both stressing the importance of preventive medicine and pointing 
to the imponderables of the public health service with- the aim 
of stepping up the justification of our demand for a revision of 
remuneration paid in public health and to be “ equated financially 
with other medical men with comparable experience.” If we are 
to-day compelled after nearly a hundred years of public health 
service to prove its importance and to show that preventive medicine 
is a reality—a science and a branch of medjgjné indispensable in the 
life of a modern community—instead of tabling our case as a prima 
facie one, then indeed are our postulates not worth the paper on 
which they are written and are in advance doomed. No general 
practitioner has ever attempted to emphasize or even to mention the 
importance of curative. medicine in connexion with the reward for his 
work; for that matter the importance of any occupation of indi- 
viduals or of any section of our society is taken as granted when 
matters of remuneration are considered. Why then should we be 
compelled to justify our very existence ? Are those responsible for 


our plight perhaps not familiar with the history of public health and ‘ 


preventive medicine and all it stands for? It is for them to know 
that the time has gone when endeavours to explain and combat 
diseases resulted in the attribution of disturbances of health to 
supernatural agencies, to deities and demons, to obscure occult 
influences brought about by stars, witches, etc... . 


Chilblains 

Dr. C. A. E. Innes Brown.ee (B.A.O.R.) writes: The letter of 
Colonel E. F. W. Mackenzie (January 14, p. 124) interested me 
greatly, as I got similar results some years ago in the treatment of 
a number of cases by injecting a proprietary brand of calcium, the 
injections being given at intervals of from two to seven days, depen- 
dent on the severity of the condition. The course consisted of six 
injections, but usually complete relief was obtained after the third 
injection, and seldom had a fourth to be given. The results in the 
case of two schoolboy brothers, with hands cyanosed and swollen 
from wrists to finger-tips, were almost dramatic. Quite appreciable 
relief followed the second injection, and the condition subsided 
completely after the fourth. 
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Dr. WittiaM Lesuie LyaLt, a former medical officer at 
Bunessan for the Ross of Mill area, died in Edinburgh on 
December 21, 1949. Born at Leven, Dr. Lyall was educated 
at George Watson’s College, Edinburgh, and graduated M.B., 
C.M. at Edinburgh University in 1896. He took the Edin- 
burgh D.P.H. in 1915 and was elected F.R.C.P.Ed. in the 
same year. He was in practice for many years in the Murray- 
field district of Edinburgh’ until, 15 years ago, he took the 
appointment at Bunessan. Dr. Lyall was also medical officer 
of the Northern Lights Commissioners, and on several occa- 
sions directed by radio from Erraid the treatment of lighthouse- 
keepers at Skerryvore and Dubh Heartach. He took a keen 
and active interest in the life and welfare of the islanders and 
he was a very popular figure in Mull. When he retired and 
went to live in Edinburgh in September last, he did so with 


regret, for he had come to love the people and the island. ~ 


Dr. Lyall served in France with the R.A.M.C. in the first world 
war with the rank of major. The sympathy of his many friends 
in Mull and the Oban district will be extended to his widow and 
his family in their bereavement.—J. A. A. 


Dr. Ropert WALPOLE Murpny died at his home in Middleton- 
in-Teesdale on January 6, on the eve of his sixty-second birth- 
day. The only son of the late Charles Conway Murphy, of 
Balliwally, Montrake, he was educated at the Abbey, Tipperary, 
and at Trinity College, Dublin. He graduated M.B., B.Ch., B.A.O. 
in 1911, proceeding M.D. in 1912, and in the same year he took 
the D.P.H. As a student he won the Haughton prize and medal 
in clinical surgery, and he was house-surgeon at Sir Patrick 
Dun’s Hospital. For a time he held the post of assistant 
medical officer of health for the North Riding of Yorkshire, 
relinquishing this appointment for that of assistant medical 
officer of health and school medical officer for Middlesbrough. 
In the 1914-18 war Dr. Murphy served in Gallipoli, Mesopo- 
tamia, and on the North-West Frontier of India in the 
Baluchistan Frontier Force. At the end of his service in the 
Army, when he had the rank of major, his good work was 
recognized by the award of the O.B.E. Returning to Middles- 
brough in 1920 Dr. Murphy joined Dr. T. M. Body in partner- 
‘ship in general practice, an association which lasted to the end 
of his life. 

During the war of 1939-45 he was a medical officer to the 
Home Guard with the rank of lieutenant-colonel. He was a 
life member of the British Red Cross Society and medical 
officer to the 29th Detachment, receiving a Society long-service 
medal in 1943. 

Dr. Murphy had an extensive practice in Middlesbrough and 
held the confidence and affection of his patients through his 
personal attributes of sympathy, interest, and conscientiousness. 
His sound knowledge inspired confidence. His manly courage, 
upright character, and unselfish way of life made him respected 
and loved by a large circle of friends. In his early days a tennis 
and hockey player of merit, he later took up fishing and was 
interested in gardening, botany, and bird-watching. He was 
also an efficient amateur wood and metal worker. His store of 
general knowledge, his ready wit, and his gift of kindly repartee 
made him welcome everywhere. He was chairman of the Cleve- 
land Division of the B.M.A. in 1931-2, master of his Masonic 
Lodge in 1938, and a member of the Rotary Club. In addition 
to his many other activities Dr. Murphy took a keen interest 
in industrial medicine. He was for several years medical 

adviser to the Tees-side Bridge and Engineering Works, Ltd., 
and was held in high esteem by both management and 
employees. He was a founder member of the Tees-side Indus- 
trial Medical Society, which later became the Tees-side Group 
of the Association of Industrial Medical Officers. For a time 
Dr. Murphy was chairman of this Group, and his understanding 
of the problems of industrial medicine and human relationships 
in industry will long be recalled by the other members. He 
leaves a widow and four daughters, to whom the sincere 
sympathy of his friends and patients will be extended.—P. M. B. 













Dr. RupEeRT BANNATYNE Hick, who died on January 19 at his 
home in Swindon, Wilts, was born at New Romney, Kent, on 
April 10, 1889. He was educated at Epsom College and 
St. Mary’s Hospital, London, and he qualified in 1916. He 
was house-physician and house-surgeon at his teaching hospital 
before joining the R.A.M.C. and being sent out to India and 
Mesopotamia later in 1916. He was not demobilized until 
July, 1920, and in September of that year he took a practice 
at Peckham Rye. There he remained until 1928, when he 
joined the staff of the old, G.W.R. Medical Fund Society. 
Dr. Hick was known to thousands of railway workers during 
his 22 years in Swindon. He was lecturer to the Swindon 
Railway Works first-aid classes for the whole of his time there. 
and he was also surgeon-instructor for 19 years. He conducted 
annually the re-examination of some 300 members of the 
G.W.R. staff at Swindon. He also assisted at the examina- 
tions held by the St. John Ambulance Brigade, and in 1949 was § o 
made a serving brother. Dr. Hick presented a shield to the § ¢, 
Ambulance League of the Swindon Division for annual § ,, 
competition. He was appointed divisional surgeon to the § 4: 
St. John Ambulance Brigade and to the Nursing Division in § fe. 
1941, and corps surgeon to the Nursing Division two years § 4); 
later. An enthusiastic gardener and beekeeper, Dr. Hick was § yj 
—— of the Swindon Allotments Association and vice- § jp, 
president of the Wiltshire Beekeepers Association. He was § ¢o, 
honorary secretary of the Swindon Division of the B.M.A. § wy 
from 1939 to 1945, and was president of the Wiltshire Branch § ips 
in 1946-7. He also represented his constituency at the Repre- § y;, 
sentative Meetings in 1941 and 1943, and served as honorary § p,; 
secretary of the Swindon Local Medical War Committee. J ¢o, 
Dr. Hick married in 1916 Katherine Grace, the daughter of § oy 
the Rev. Fred Tapply, of Lyminge, Kent, and she survives him. § pe 
The crowds who lined the streets and the packed congregation J ¢o, 
at the church, where he had been vicar’s warden, bore witness § 47, 
to the deep grief felt in the town at his passing.—F. R. wa: 
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Dr. FRANCIS STEWART, who died on January 27 at the early § op 
age of 24, had an unusually promising record as an under- § ma, 
graduate. His long list of prizes as a student included the § j, | 
Andrew Weir Bursary, the Captain Rankine Memorial Prize § ecc¢ 
in pathology, the Brunton Memorial Prize, the West of Scotland § fo, 
R.A.M.C. Prize, the John W. Weir Prize, and the Stockman, § ung 
Medal. He graduated M.B., Ch.B. in 1948, and as house- § fhe 
surgeon to the surgical unit at Stobhill Hospital and house- § fe<<; 
physician under Professor Davies at Glasgow Royal Infirmary § jac, 
he confirmed and maintained the high standard he had set § of ¢ 
himself as one of Glasgow’s most outstanding graduates in § gate 
recent years. ‘In October, 1949, he joined the staff of the T 
anatomy department in Glasgow University with the intention J wo. 
of sitting the primary examination for the F.R.C.S.: He rapidly § ofjc, 
mastered topographical detail, and his clear, incisive mind § of }, 
made him an excellent teacher. Dr. Stewart combined intellec- § gig 
tual ability of an uncommonly high order with integrity and princ 
tenacity of purpose. Each task he undertook was accom § the | 
plished with efficient thoroughness .nd complete reliability. J from 
To these virtues can be added a simple charm of personality § short 
and straightforward manner which made him liked and § ojgh 
respected by colleagues and students.—G. M. W. creat 
much 

Dr. FREDERICK WHITECHURCH GANGE died on January 28 at § siona 
his home in Faversham, Kent, at the age of 82. The eldest son § appr, 
of the late Dr. F. A. Gange, he was a member of a Dorset § Thoy 
family which had held land near Dorchester since the early § knew 
fifteenth century. Dr. Gange senior came to Faversham in 1855 § |ighte 
and continued in practice there until his death. His son, who § hours 
qualified in 1891 from University College, London, succeeded § jntim: 
him in practice, and was for many years surgeon to the Faver- § short 
sham Cottage Hospital and consulting surgeon to the Faversham. § the m 
Institute. Though in active general practice, he undertook for § aydac 
many years much of the major surgery at Bensted House and quips 
at the cottage hospital. He was a competent and skilful comp: 
surgeon and a sound clinician whose advice was often sought § with 
by other practitioners in the district. During the first world impos 
war he served in the R.A.M.C. Dr. Gange was medical officer § been . 
to Kennaway’s Fever Hospital and the St. John Ambulance § sudde: 
Brigade. He also held the appointments of public vaccinator § a wig 
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and Poor Law medical officer, and was at one time chairman 
of the East Kent Branch of the B.M.A. As a student he was a 
keen Rugby footballer, but after settling down in practice his 
main recreation was golf. He was also a keen amateur photo- 
grapher and an active freemason. Right up to the evening 
before his death he carried on a large and busy practice, which 
will now be continued by his eldest son. There were few 
people in Faversham who did not know him well, and few 
indeed who had not cause to be grateful to him. His forceful 
and forthright personality inspired confidence in his patients, 
and he was singularly understanding in dealing with older 
people. His death will be regretted by many friends and 
colleagues, and the sympathy of all will be extended to his sons 
and daughters. 


Dr. ROBERT ASHTON JACKSON, who died at Chadderton, near 
Oldham, on February 6, was the eldest son of an Oldham 
solicitor. He was educated at Manchester Grammar School 
and at Owens College, where he graduated M.B., Ch.B. in 1910. 
After the usual house appointments, including one with Pro- 
fessor G. A. Wright at Manchester Royal Infirmary, he joined 
his uncle’s practice in Chadderton, and thereafter spent the 
whole of his professional life in the Oldham area. He took 
the D.P.H. in 1912, but his real interest was in surgery, and he 
soon joined the staff of the Oldham Royal Infirmary, and later 
what was to become Boundary Park General Hospital. At the 
infirmary Dr. Jackson rose to be senior surgeon, a post from 
which he retired only three-years ago. His large private surgical 
practice in the Oldham area was a measure of the trust and 
confidence placed in him by his fellow practitioners. His per- 
sonal interests were centred in Oldham Royal Infirmary, where 
he was chairman of both the medical board and the nursing 
committee. Despite the busy life he led as a general practitioner 
and consultant general surgeon his prestige was such that he 
was continually at the call of his professional brethren, and, 
against his own inclinations, he served at one time or another 
on every medical committee in Oldham, and usually as chair- 
man. A quiet-voiced silver-haired man, his strength lay not 
in his debating powers but in his deep convictions and his 
essential honesty of purpose. He had long ago learned to think 
for himself, and once the way was clear he followed it 
unflinchingly. He was no bargainer or seeker after expediency. 
These qualities of transparent honesty, of devotion to his pro- 
fession, and of high moral courage, supported by a complete 
lack of rancour and malice, won him the regard and respect 
of the profession, and he had achieved the position of elder 
statesman before his actual years justified such a title. 

The war brought many added responsibilities, amongst which 
was Dr. Jackson’s elevation to the magisterial bench, to which 
office he brought that knowledge and sympathetic understanding 
of human problems that permeated his whole outlook. A 
rigid opponent of the National Health Service Bill, his liberal 
principles enabled him to appreciate the inherent truths in 
the Beveridge Report, and when he had sufficiently recovered 
from the first attack of a condition that he well knew would cut 
short his life he entered with enthusiasm into the work of the 
Oldham Hospital Management Committee and the problem of 
creating an efficient unified service in the hospitals where so 
much of his life had been spent. Those who knew him profes- 
sionally saw a courteous, silent man with a sympathetic 
approach and a high standard of professional competence. 
Those who were fortunate to be numbered among his friends 
knew another aspect of his character. It seemed as though the 
lighter side, kept rigidly under control during his busy working 
hours, could not help but bubble forth within the circle of his 
intimate friends. The boyish exasperation over the missed 
short putt, the undisguised delight at the sinking of a long one, 
the merry twinkle in his eye when he pulled off a particularly 
audacious coup at the bridge table, and the gentle teasing 
quips that came so readily to his lips made him an endearing 
companion. His ill-health during the last two years he accepted 
with a calm philosophy, though. the physical limitations it 
imposed must have been a sore trial to one who had always 
been so active. When the end came it did so with a tragic 
suddenness, and leaves Oldham so much the poorer. He leaves 
a widow and two children, both graduates in medicine. 


Dr. DUDLEY WILLIAM BOSWELL died suddenly on February ? 


at his home in Badingham, Suffolk, at the age of 68. He had 
been taken ill only a few hours previously. He retired from 
his practice just after the last war. Dr. Boswell graduated 
M.B., Ch.B. at Edinburgh in 1904, proceeding M.D. in 1907. 
He took the D.P.H. in 1918, and for a time he was an assistant 
medical officer at the Park Hospital, Lewisham, under the ol 
Metropolitan Asylums Board. Dr. Boswell had been a membe: 
of the British Medical Association for over 40 years and was 
chairman of the North Suffolk Division in 1924-5. He repre- 
sented his constituency at annual meetings of the Association 
at Edinburgh in 1927 and in London in 1932. He had also 
served for many years on the old panel committee, and was a 
member of the new North-east Suffolk local medical’ committee. 
Throughout his life “ Bozzy,” as we knew him when we were 
younger and Dudley as he later became, had found refuge 
from the worries of a busy practice in work in the Territorial 
Army. He was also keen on hunting, fishing, and shooting. 
Early in his career he was associated with the inception of the 
Lowestoft and District Nursing and Maternity Associatjop, and 
when the control of this association was taken over by the 
East Suffolk County Council he remained as chairman of its 
local committee and was in the forefront of the negotiations 
between the voluntary body and the county council which led 
to the present satisfactory arrangements. One likes to feel that 
he died quickly without time to think of being an invalid. He 
would not have wished a better end for himself. We shall all 
miss his cheery voice, and we wish him luck in the “happy 
hunting-grounds.”—R. K. 


Dr. SAMUEL BENJAMIN JONES died at St. Kitts, British West 
Indies, on November 11, £949, at the age of 75. Born in 
Antigua, he was educated at the grammar school there and at 
Codrington College, Barbados. He graduated in medicine at 
the University of Illinois in“1909, and took the triple qualifica- 
tion at Edinburgh in 1924. During the 1914-18 war the Lee- 
ward Islands Medical Service was short-staffed. Dr. Jones held 
a lucrative post in the U.S.A. then, but he offered his services 
to the government of the Colony. This gesture of willingness 
to help even at some personal sacrifice epitomizes his whole 
life. He was first posted to the island of Anguilla, an outpost 
which he served faithfully as medical officer, magistrate, and 
chief executive officer for a period of five years. All the people 
of Anguilla soon regarded Dr. Jones as their personal friend 
and adviser. He was interested in the history of the island and 
its people, and he later condensed all that was known about 
them in his Annals of Anguilla. When smallpox threatened 
these people for whom he cared so much, his prompt adminis- 
trative measures and his untiring skill and care saved Anguilla 
from one of the worst catastrophes that might have befallen 
her. Shortly afterwards he was awarded the M.B.E. From 
Anguilla Dr. Jones was posted to St. Kitts, where he continued 
as a district medical officer until his retirement in 1939. On 
many occasions he acted as chief medical officer of this 
Presidency, a post for which his talents and-ability were well 
suited. It was not only in the field of medicine and research. 
however, that Dr. Jones served the Leeward Islands. His 
advice on education was valued by those responsible for both 
primary and secondary schools. He was an effective public 
speaker, a scholar, and a pioneer in preventive medicine. Quiet 
and unassuming, he indeed served his community and his 
generation in the fullest and widest sense. To his widow and 
his daughter all his colleagues will tender their heartfelt 
sympathy.—C. E. E. S. 








The Ministry of Health announces that applications for enrol- 
ment in the National Hospital Service Reserve in England and 
Wales up to the end of November—a fortnight after recruiting 
first opened—totalled 894. The Reserve is at present limited to 
trained nurses_not now in practice and men.and women willing 
to train as nursing auxiliaries. The total of 894 volunteers was 


made up of 88 trained nurses and’806 auxiliaries. The South- | 


western Hospital Region recorded the highest number~ of 
enrolments—171. The Liverpool Hospital Region came next 
with 127. 
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THE WRONG SOLUTION 
[From Our MeEpICcO-LEGAL CORRESPONDENT] 


The Greenwich coroner inquired on August 4 into a fatality 
which may cause many hospital authorities to scrutinize their 
routine for the supply of drugs. A workman of 32, in perfect 
health, had a small cyst on his neck. He arranged to have it 
removed in the out-patient department of the Miller Hospital, 
and attended by appointment on the morning of July 29. While 
receiving the injection intended to produce local analgesia, he 
complained of headache and pain in the stomach. The casualty 
officer examined the bottle and found that he had injected 7 ml. 
of 1/1,000 adrenaline instead of the usual mixture of adrenaline 
and procaine. In spite of heart massage and the administration 
of nikethamide the patient died, and the pathologist reported 
acute cardiac dilatation. 

The nurse who had attended at the operation said in evidence 
that she had been in training for about a year and nine months, 
and had worked in the out-patient department for six weeks. 
She prepared the trolley for the operation, and took from the 
drug cupboard in the theatre a bottle which she supposed to 
be the bottle containing the solution for injection. This had 
been emptied in the previous .week and sent back to the 
dispensary to be refilled—the normal procedure. Bottles con- 
taining both adrenaline and a mixture of adrenaline and pro- 
caine were about the same size, and both were brown. Asa 
rule they were marked with a printed label naming the contents. 
She had glanced at this one and seen that it was written in 
longhand. She had seen the word adrenaline. She had had 
bottles of adrenaline solution without procaine in her cupboard, 
but had not put an empty adrenaline bottle into the dispensary 
box during the past six weeks. Just before the accident the 
doctor had successfully performed two minor operations after 
injecting the same adrenaline solution which had caused the 
death of the workman. 

The casualty officer, Dr. David Morgan Evans, said that the 
trolley had carried a bottle containing what he had naturally 
thought would be a mixture of procaine and adrenaline. Pro- 
caine and adrenaline bottles always had written descriptions on 
the label. He had continually been using similar bottles 
similarly labelled. Adrenaline solution was in bottles quite 
differently labelled with the maker’s name in typewritten 
characters. The chief dispenser said in evidence that the 
injection habitually used by the doctor was prepared in the 
dispensary in 50-ml. amber vaccine bottles bearing an oblong 
label inscribed in longhand: “ Strong injection of procaine and 
adrenaline B.P.” The out-patient theatre usually had one of 
these bottles in the cupboard, supplied as a stock by the dispen- 
sary. Apart from emergency, the method of obtaining stock 
was to place the empty bottle in the dispensary box and write 
an order for its refilling in the order-book. This was written 
by the staff nurse and the whole order was signed by the sister. 
In the dispensary the bottle would then be replaced by a new 
one. On the present occasion it appeared that the almost empty 
bottle was placed in the dispensary box, but an order for refill 
was not written in the order-book. As it was not used much, 
and only by one doctor, the dispensary staff. decided that it 
might not be required again, and in fact it was not replaced. 
Until about a month earlier they had bought ready-made solu- 
tion of adrenaline for injection, but they had recently begun to 
prepare their own in 30-ml. amber vaccine bottles bearing a 
round label written in longhand, “ Injection of adrenaline 1 in 
1,000 B.P.,” and an oblong label stating, “ Preserved with 0.2% 
chlorocresol.” There was one of these bottles in the out-patient 
theatre cupboard together with several others bearing pro- 
prietary labels, and that had been the bottle used instead of 
the “ strong injection of procaine and adrenaline B.P.” Even 
in normal times it was not possible to have different types of 
bottles for the injection solutions prepared in the dispensary or 
bought from manufacturing firms. The label was therefore the 
only distinguishing feature. Bottles of that kind not containing 
adrenaline would not be likely to be found in the cupboard. 


The coroner found the death to have been due to misadven- 
ture, and added that he considered the nurse to have been 
responsible because she had not read the label ; doctors could 
not be expected to approach every solution in a bottle with 
suspicion and must rely on the nurse. The golden rule for 
hospital staffs was, Always read the label on the bottle. 

It would not be proper to comment on these facts at this 
stage ; but it may not be out of order to suggest that the 
coroner’s view of the doctor’s responsibility might not be borne 
out by a study of the cases, in particular Mahon v. Osborne, 
the Manchester swab case. Surgeons are not by any means 
allowed by the courts to rely unconditionally upon the nurse, 
the court asking whether in the particular case the surgeon was 
entitled to do so by custom or the practical necessities of the 
operation, or whether he should himself have verified the truth 
of the nurse’s report or the correctness of her actions. The 
experience and qualifications of the nurse will be material to 
such a question. On the other hand, with the coroner’s dictum 
that - label should always be read no one could possibly 
quarrel. 








Universities and Colleges 








UNIVERSITY OF CAMBRIDGE 


The degrees of M.B., B.Chir. were conferred b xy on K. P 
Abel and I. F. Bishop in Congregation on Rg 
Applications for the John Lucas Walker Studentship, the holder 
of which must devote himself td whole-time study and training for 
research in pathology, should be sent, accompanied by testimonials 
and references, before June 1 to Professor H. R. Dean, Department 
of Pathology, University of Cambridge, to whom also applications 
for further information regarding the studentship may be addressed. 
Persons of either sex may be candidates. The studentship is tenable 
for three years and is of such annual value, not exceeding £500, as 
the managers shall from time to time determine. It is eligible, under 
oe usual conditions, for supplementation by the Ministry of 
ucation. 


UNIVERSITY OF LONDON 


Professor F. G. Young, F.R.S., Sir William Dunn Professor of 
Biochemistry in the University of Cambridge, will deliver the 18th 
biennial Sydney Ringer Memorial Lecture in the lecture theatre of 
University College Hospital Medical School, University Street, 
Gower Street, W.C., on Thursday, March 16, at 4:30 p.m. His sub- 
ject is “The Experimental Approach to the Problem of Diabetes 
Mellitus.” The chair will be taken by Dr. H. P. Himsworth, secretary 
of the Medical Research Council. The lecture is open to all qualified 
medical practitioners and medical students. ’ 


UNIVERSITY OF BIRMINGHAM 


The jubilee of the University will be celebrated on May 4 and 5. 

Professor J. M. Smellie has been appointed representative of the 
University at the International Congress of Paediatrics to be held 
at Zurich from July 24 to 28, and Mr. Charles Rudd representative 
at the International Congress of Ophthalmology to be held in 
London in July. 


The following degrees were conferred at a Congregation on 


‘ December 16, 1949: 


Cu.M.—J. N. Wilson. 

Pu.D.—In the Faculty of Medicine: R. H. Cawley, J. M. French. 
Laura J. Powell. 

M.B., Cu.B.—Joyce Bott, D. W. Davis, D. A. Gale, P. L. Goode, 
C. C, Griffiths, K. A. G. Guy, R. S. T. Hey, Pauline M. Higgins. 
I. E. J. McLauchlan, B. MacMahon, E. T. Mathews, Mary S. 
Medcalf, Jeanne C. Poppitt, L. E. Tyler, Ruth A. Watson, P. S. W. 
Wilkins, E. W. Witherspoon. 


The title of Reader in Obstetrics and Gynaecology has been con- 
ferred on Dr. H. C. McLaren, lecturer and first assistant in the 
department. 


Thé following appointments are announced: Lecturer in Dental 
Administration and Practice, H. T. Roper-Hall, M.B., Ch:B., F.D.S., 
R.C.S.; Research Fellow in Social Medicine, B. MacMahon, M.B., 
Ch.B., D.P.H.;° Clinical Lecturer in Neurosurgery, J. M. Small, 


_F.R.C.S.; Clinical Lecturer in Plastic. Surgery, O. T. Mansfield, 


F.R.CS. 
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UNIVERSITIES AND COLLEGES 





' The following resignations are announced: Dr. J. H. Moseley, 
lecturer and first assistant in the Department of Paediatrics and 
Child Health, on appointment as consultant paediatrician, Ports- 
mouth and the Isle of Wight, and Dr. R. G. Britt, assistant lecturer 
in radiological anatomy, on appointment -as_ senior registrar in 
radiology for the Peterborough area. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


The following lectures will be delivered at the College (Lincoln’s 
Inn Fields, London, W.C.), at 5 p.m. each day: March 2, Otolaryn- 
gology Lecture by Professor B. Windeyer, with Mr. C. P. Wilson, 
“The Treatment of Malignant Disease of the Paranasal Sinuses ”’ ; 
March 7, Hunterian Lecture by Professor R. S. Murley, “ Post- 
operative Venous Thrombosis and Embolism ”; March 8, Hunterian 
Lecture by Professor Milroy Paul, “‘ The Blood and Lymph Path- 
ways in the Spermatic Cord”; March 9, Hunterian Lecture by 
Professor J. B. Oldham, “ Renal Denervation”; March 14, 
Hunterian Lecture by Professor M. R Ewing, “ Villous Tumours 
of the Rectum”; March 16, Hunterian Lecture by Professor E. M. 
Nanson, “ Respiratory Responses to Operative Trauma ”’; March 20, 
Urology Lecture by Professor C. A. Wells, “The Varieties and 
Modes of Renal Failure ”; March 24, Urology Lecture by Dr. V. E. 
Lloyd, “ Syphilis in the Oral Cavity ” ; March 27, Hunterian Lecture 
by Professor R. T. Johnson, “ Carotid Ligation for Intracranial 
Aneurysms—Review of 100 Cases”; March 29, Joseph Clover 
Lecture by Dr. John Gillies, “‘ Anaesthetic Factors in the Causation 
and Preyention of Excessive Bleeding during Surgical Operations.” 
The lectures are open to those attending courses in the College and 
to all other medical practitioners, dental surgeons, and advanced 
students. 








Medical Notes in Parliament 








p= 


CONFIDENTIAL DISTINCTION AWARDS 
Management Committees Not Informed 


The distribution of distinction awards to consultants in 
Northern Ireland was discussed in an annotation under the 
heading “Confidential Awards” published in the Journal of 
February 4 (p. 295). Attention was drawn to this comment 
at question time in the Northern Ireland Parliament on 
February 14. 

Dr. E1rLeen M. Hickey asked the Minister of Health whether 
her attention had been drawn to the statement in a recent issue 
of the British Medical Journal on the confidential awards to 
consultants in Northern Ireland, to the effect that, as public 
money was being used to provide pensionable increments to 
income, the public had a right to know the names of the 
recipients ; whether she had considered the comment that the 
Journal knew of no other award of public money that was 
heing kept secret, except the presumed payments to members 
of the Secret Service ; and whether she had any statement to 
make to the House on this matter. 

The Minister, Dame DEHRA PARKER, said she had seen the 
statement, but she did not accept the implication that, since 
public money was being used to provide personal increments 
to income, it was necessary to the public interest that the names 
of the recipients of distinction awards should be made public. 
The arrangement not to publish the names of the recipients of 
such awards was thought to be in accord with the wishes of, 
and in the best interests of, the old and honourable profession 
of medicine, of which the questioner was a distinguished mem- 
ber, and was intended to avoid any appearance of advertising 
what might have been interpreted as invidious comparisons 
between the individual members of the profession. The awards 
were not secret in the sense of the comparison which the writer 
of the article in the British Medical Journal had sought to draw, 
and the expenditure would be subject to audit in due course by 
the Comptroller and Auditor-General, who would be in a posi- 
tion to report to the Public Accounts Committee as he might 
consider desirable. : 

Mrs. CaLverRT then asked if the Minister was aware that the 
management committees of hospitals had not been informed 
about these awards. 

The Minister said yes, she was aware of this. 


. The Services 








Major-General Thomas Young, O.B.E., late R.A.M.C., has been 
appointed Director of Army Health. 

Brigadier (Temporary Major-General) J. M. Macfie, C.B.E., M.C., 
late R.A.M.C., has been appointed Commandant and’ Director of 
Studies, R.A.M. College, retaining the temporary rank of Maijor- 
General, in succession to Major-General J. C. A. Dowse, C.B., 
C.B.E., M.C., K.H.P., late R.A.M.C., who has relinquished the 
appointment. 

Surgeon Captain A. W. McRorie, R.N., has been appointed an 
Honorary Physician to the King in succession to Surgeon Captain 
J. F. M. Campbell, R.N., who has been placed on the Retired List. 

Surgeon Lieutenant-Commanders P. C. Lewis and J. L. M. Wood. 
R.N.V.R., and Surgeon Lieutenant-Commander D. K. McKenzie. 
R.A.N.V.R., have been awarded the R.N.V.R. Decoration. 

The King has conferred two Clasps to the Efficiency Decoration 
upon Colonel T. F. Briggs, T.D., R.A.M.C., T.A., and the “first 
Clasp to the Efficiency Decoration upon Lieutenant-Colonel G. E. 
O’Riordan, T.D., and Majors J. Smith, O.B.E., T.D., and J.. L. 
Warner, T.D., R.A.M.C., T.A. 

The King has conferred the Efficiency Decoration and first Clasp 
upon Major R. H. B. McCrae, R.A.M.C., T.A. 








EPIDEMIOLOGICAL NOTES 


Discussion of Table 

In England and Wales there were decreases in the notifiea- 
tions of whooping-cough 176, scarlet fever 42, acute polio- 
myelitis 22, and diphtheria 13, with increases in the incidence 
of measles 998, acute pneumonia 285, and dysentery 68. 

During recent years the epidemic curve of measles has begun 
at this season, and a large increase in the notifications was 
recorded during the week. The largest rises were : Suffolk 216, 
Staffordshire 179, Kent 127, Lancashire 118, and Norfolk 105. 

The returns for scarlet fever showed very little change. 
There were only small changes in the local. incidence of 
whooping-cough, the largest being a decrease of 44 in Lanca- 
shire. The chief features of the notifications of diphtheria 
were decreases of 7 in Durham and 5 in Stafford. 

Notifications of acute poliomyelitis were the lowest for 33 
weeks, but they are still above the corresponding figures for the 
same period in recent years. An increase in the incidence of 
acute pneumonia was recorded in every area of the country ; 


the largest rises were in the south-west and the northern counties.’ 


The largest numbers of cases of dysentery were notified in 
Lancashire 59 (Wigan R.D.. 28, St. Helens C.B. 13, Manchester 
C.B. 7); Yorkshire West Riding 46 (Leeds C.B. 25, Sheffield 
C.B. 9); Nottinghamshire 23 (Nottingham C.B. 22); Northum- 
berland 19 (Newcastle-upon-Tyne C.B. 15); and London 10. 

In Scotland there were decreases in the notifications of 
whooping-cough 78, scarlet fever 10, and diphtheria 10, with 
increases in the incidence of acute primary pneumonia 25 and 
dysentery 10. A rise in the incidence of pneumonia was 
recorded in every region except the eastern area, where there 
was a fall of 29. The largest returns for dysentery were 
Glasgow 27, Stirling.county 13, and Dundee 7. 

In Eire there were decreases of 10 in the notifications of 
whooping-cough and of diarrhoea and enteritis. Notifications 
of scarlet fever ip Dublin C.B. fell by 19, but a rise was 
recorded in the remainder of the country. 

In Northern Ireland there were increases in the notifications 
of measles 28, scarlet fever 27, and whooping-cough 18. The 
rise in the incidence of measles was contributed by the two 
county boroughs Belfast C.B. 54 and -Londonderry C.B. 20. 
while in ali the other areas a fall was reported. The increase 
in the notifications of scarlet fever was due to the experience 
of the counties of Down and Tyrone. 


Week Ending February 11 
Notifications of infectious diseases in England and Wales 
during the week included : scarlet fever 1,897, whooping-cough 
1,657, diphtheria 71; measles 4,251, acute pneumonia 1,228, 
acute poliomyelitis 37, dysentery 325, paratyphoid fever 6, 
typhoid fever 3. In the great towns 80 deaths were attributed 
to influenza. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 
We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended February 4. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) En d and Wales (London included). (b) 


London (administrative county). (c) tland. (d) Eire. (e) Northern Ireland. 


Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. 
(d) The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no c4ses; a blank space denotes disease not notifiable or no 
return available. : 

























































































+1950 1949 (Corresponding Week) 
Di 
(a) |) | O©O}@)| ©] f@ [01 O]@| © 
Meningococcal infection 33 3} 20) 2) 2 45 5} 17 8} — 
Deaths Se ae —_—|— | 
Di eria ae ad 75| 11} 20 3 2 141; 10) 33 9 3 
ae ee b. ., o, 
Dysentery ad or 217; 10) 6&4 2) — 60} 6) 27) 2 5 
Deaths A ni — a oa 
Encephalitis, acute ie sj — | — | — | — om axe | am © cm 
Deaths we 4 _— 1 
Erysipelas as = 23} 11) 7 43} 11] 8 
Deaths pid iia 
Infective enteritis or 
diarrhoea under 2 
years ow on 20 47 
Deaths ad ‘a 20 7 1 2 34 =. “4, 23 
Measles* “<r -- | 3,530) 42) 62] 74) 260]11,656) 487) 108} 118) 139 
Deathst os ad —i— | sale I Gat aan 
Ophthalmia neonatorum 22 4 9 — 1 565 6} 14 —| — 
Deaths -~ 5 
Paratyphoid fever a 33— | — | — | — 2} — |3(B)i — | — 
Deaths és ~— = —|}—|;— — —|— | | 
Pneumonia, influenza . . 1,187} 70} 31) — 25 935} 52) 31]; 10 3 
Deaths (from influ- 
enza)} oe wa 61 7 93 — 1 37 6} 17 1} — 
Pneumonia, primary .. 328] 7 463; 37 
Deaths 7 aa 354) 51 16; 14 276; 52 13} 10 
a acute .. 38 5 2, «6 1 21 4 1 3} — 
Deaths§ - na 9 1 2 1 1 
Puerperal fever . . 4 — 4 — 6 
Puerperal pyrexia] ie 66 1 3} — 2 89, (Of ST — 1 
Deaths e< ee } 
Relapsing fever Pe — | —f;j—{j— os 
Deaths oa a4 
Scarlet fever .. “a 1,924) 107] 213} 91) 166] 1,191] 67) 272] 114; 35 
Deathst ‘a —j— |) — ay Pay oe 
Smallpox a Ve cae mw | ome fe Fee eps ff cee fl ces ff ee | oe 
Deaths a re =~ | pam 
Typhoid fever .. oa s};— | —|— | — 3;— 1 2}; — 
tT? 5. CoS ce Reka eek call eal. bowie tel on 
Typhus fever .. ea a ee ee |) ee es ss 
"Deaths he na =e | a —_ So 
Whooping-cough* a 1,588)” 52] 320) 52) 71] 2,857) 168) 237) 80] 64 
Deaths sa a. 3; — 2 1 1 7 1 2 1j — 
Deaths (0-1 year) we 385; 41} 38) 20) 13 325} 28] 45} 21} 10 
Deaths (excluding still- 
births) -s .. | 7,001/1080} 800) 250} 156] 5,526) 891} 852} 207] 142 
Annual death rate (per 
1,000 persens living) 16-1 17-1) 12-8 
Live births - “a 6,948}1106| 892) 337| 206] 7,725]1197| 923) 368] 258 
Annual rate per 1,000 
persons r4 7 . 17-9 18-5| 22-8 
Stillbirths ae is 207; 28} 30 168} 16) 33 
Rate per 1,000 total 
births (including 
stillborn) .. iv 33 35 



































* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 

t ths from measles and scarlet fever for England and Wales, London 
(administrative county), will no longer be published. ‘ : 

t Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. We 

§ The number of deaths from poliomyelitis and polio-encephalitis for England 
and Wales, London (administrative county), are combined. 

{ incindes puerperal fever for England and Wales and Eire. 

Primary pneumonia no longer notifiable in Eire. 


Medical News 








Gold Medal 

Sir Alexander Fleming, F.R.S., was presented with a gold 
medal on February 17 at a dinner in the Civic Hall at Leeds 
by the Lord Mayor. The medal was one of several provided 
under the terms of the will of a Leeds architect, Mr. Hoffman 
Wood, who died in 1933, and was awarded for the most 
successful discovery for the relief of human pain and suffering. 


Empire Rheumatism Council 

Lord Webb-Johnson has been elected a vice-president of the 
Empire Rheumatism Council in place of the late Sir Henry 
McMahon. He has also accepted the position of vice-chairman 
of council in place of Sir Walter Kinnear, who has ‘resigned 
after thirteen years on grounds of health. 


Diplomatic Privileges 

Diplomatic immunities and privileges have been conferred on 
the following members of and advisers to the Executive Board 
of WHO : Dr. M. Nazif, Bey (Egypt); Dr. L. Bernard (France) : 
Professor M. de Laet, Dr. P. van de Calseyde, and Miss 
Hohanna Schalij (Netherlands) ; Dr. A. Villarama, Dr. Antonio 
Ejercito, Dr. Tranquilino Eligano, and Mr. M. C. Angeles 
(Philippine Republic); Dr. V. J. Babecki (Poland); Dr. J. A. 
Hojer (Sweden); Dr. E. Tok and Dr. K. Olcar (Turkey): 
Mr. Alvin Roseman (United States); and Dr. E. Tejera 
(Venezuela). The following names have been removed from 
the list published in the Journal of February 11 (p. 383): 
Dr. D. A. Dowling and Dr. E. R. Walker (Australia); Dr. 
W. G. Wickremesinghe (Ceylon); Dr. W. W. Yung (China) : 
Sir Aly Tewfik Shousha, Pasha (Egypt) ; Dr. D. Boide (France) : 
Dr. Mohamed Hossein Hafezi (Iran) ; Dr. Jean-Jacques Brute! 
de la Riviére, Dr. W. A. Timmerman, and Mr. C. J. Goudsmit 
(Netherlands); Dr. Karl Evang (Norway); Dr. Boguslaw 
Kozusznik, Mr. J. Rudzinski, and Mr. F. Niemira (Poland) : 
Mr. C. H. Taljaard (Union of South Africa); and Mr. A 
Wolman and Mr. James F. Anderson (United States). 


Hunterian Society Dinner 

The annual dinner of the Hunterian Society was held at 
Grosvenor House on February 16, and many members and 
guests were present. The toast to the Society was proposed 
by the Bishop of London, Dr. J. W. C. Wand, who expressed 
the belief that the alliance between clergy and doctors was 


- growing—at any rate the parson was being called in more and 


more frequently now that psychotherapy was_ replacing 
physiotherapy as the latest fashion. Societies such as 
the Hunterian did much to promote freedom of dis- 
cussion and, he thought, they also helped to improve 
literary style. The country owed much to the great line of 
literary men who were doctors, and Dr. Wand referred particu- 
larly to two whom he admired greatly—Henry Vaughan and 
Thomas Browne. The president, Dr. W. Thomson Brown, in 
his reply emphasized the benefits which general practitioners in 
particular obtained from membership of the Society—not only 
the simple pleasures of good fellowship but intellectual stimu- 
lation. By emulation of Hunter’s ardent spirit the vitality of 
the Society was maintained. Mr. Alex Roche proposed the 
toast of the Lord Mayor and Corporation of the City of Lon- 
don, and expressed the hope that the bonds which linked the 
Hunterian Society with the Mansion House would remain 
strong. His description of the functions of the “ Corporation ~ 
was neatly combined with a lesson in applied physiology. Sir 
Frederick Rowland said in reply that the City of London set 
an example to the rest of the world in municipal government. 
and he was proud to be able to keep up its old traditions. The 
health of the guests was proposed by Mr. J. C. Ainsworth- 
Davis, and in reply Sir Cecil Wakeley stressed the fact that the 
Hunterian Society, which he congratulated for the variety of 
its discussions, had much in common with the Royal College 
of Surgeons. Mr. C. R. Havers, K.C., who also replied for the 
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guests, amused his audience by poking some gentle fun at the 
medical profession in a speech which demonstrated his wide 
knowledge of the law as it relates to medicine. During the 
course of the evening the president presented the gold medal 
of the society to Dr. S. M. Rivlin for his essay 6n the treatment 
of varicose veins and their complications. 


international Conference on Pneumoconiosis 

The following have been nominated by the United Kingdom 
Government to attend the International Conference of Experts 
vn Pneumoconiosis, arranged by the International Labour 
Office, which is being held at Sydney, New South Wales, 
from February 28 to March 11: Dr. E. R. A. Merewether, 
H.M. Senior Medical Inspector of Factories ; Dr. J. C. McVittie, 
member of the Swansea Pneumoconiosis Medical Board ; Dr. 
C. M. Fletcher, director of the Pneumoconiosis Research Unit, 
Cardiff ; Mr. E. A. Shearing, assistant secretary, Ministry of 
Fuel and Power. The agenda of the conference is as follows : 
Present stage of knowledge of pathogenesis, clinical aspects, 
and diagnosis of pneumoconiosis; present stage of preven- 
tive measures (medical, social, mechanical, and technical) ; 
exchange of views on the possibility of defining minimum 
international standards of compensation for disability caused 
by pneumoconiosis. 


Syrian University 

The medical faculty of the Syrian University, Damascus, is 
seeking British candidates for the vacant posts of assistant 
professors of anaesthetics, anatomy, physiology, biochemistry, 
histology, and pathology. The faculty has been considerably 
developed since the war in the face of serious difficulties, 
chiefly lack of accommodation and equipment. Much progress 


has been made in the last four years ; new premises have been | 


taken over and much new equipment has been bought from 
Britain, France, and the United States. The teaching staff 
includes eleven Syrian professors. There is at present no British 
professorial staff, but there are a British matron and three 
British nursing sisters at the teaching hospital. Courses in 
pharmacy (five years) and dentistry (four years) are held in 
addition to the six-year course of medical studies. There are 
some 500 students. Great efforts are being made by the Syrian 
authorities to ensure that medical teaching is of the highest 
standard. These posts are an important element in their general 
health programme, and the British doctors appointed to them 
will therefore be able to make a reéal contribution to the 
welfare of the country. Inquiries, about terms of engagement 
and living conditions should be addressed to the Middle East 
Secretariat, Foreign Office, S.W.1. 


Buckston Browne Dinner 

The Buckston Browne annual dinner of Fellows and members 
was held at the Royal College of Surgeons on February 14. 
Sir Cecil Wakeley received a distinguished company, among 
whom the principal guests were the French Ambassador, 
M. René Massigli, and Viscount Addison, Lord Privy Seal. 
The health of the Royal College was proposed by Sir Bernard 
Paget, who recalled that his grandfather, Sir James Paget, was 
president seventy-five years ago. 
the college was at present spending between £60,000 and £70,000 
a year on education and research. He also remarked that this 
year would see the 150th anniversary of the college in its 
present form as the Royal College of Surgeons of England. 
Sir Harry Platt proposed the health of the guests, and Sir 
Wilson Jameson and Air Marshal P. C. Livingston replied. 


Prize for Statistical Investigation 

The Royal Statistical Society offers the Frances Wood 
Memorial Prize (value £30) for the best investigation, on 
statistical lines, of any problem bearing directly or indirectly 
on the economic or social conditions of the people. Competitors 
must have been under the age of 30 on January 1, 1950, but 
need not be Fellows of the society. They may choose their 
own subjects. The closing date is December 30. Particulars 


~ be obtained from the secretary of the society at 
4, Po 


rtugal Street, London, W.C.2. 


Sir Cecil Wakeley said that - 


Royal Sanitary Institute Prizes 

The John Edward Worth Prize of £40 is offered for an essay 
on “The Provision of Water Supply and Sanitation for Nine 
Houses not Served by a Water Undertaking or by a Sewerage 
Authority,” and the John S. Owens Prize of £15 for an essay 
on “Atmospheric Pollution.” Entries must be submitted by; 
December 31. Intending competitors should apply to the secre- 
tary of the Royal Sanitary Institute, 90, Buckingham Palace 
Road, London, S.W.1, for a copy of the general conditions. 


B.C.G. Shortage 

The Department of Health for Scotland states that there 
is no foundation for the prevalent belief that supplies of B.C.G. 
have been held up for financial reasons. The temporary 
stoppage is due to production difficulties, and everything is 
being done to overcome them. : 


U.S. Armed Forces Medical Journal ! 

The first issue, dated January, 1950, has appeared of the 
United States Armed Forces Medical Journal. It unifies the 
Bulletin of the U.S. Army Medical Department, which had 
been published since 1922, and the United States Naval Medical 
Bulletin, published since 1907. The new periodical will give 
information of administrative and professional interest to 
medical personnel of the U.S. Department of Defence. It will 
include original scientific and professional articles, editorial 
comment, descriptions of new devices and instruments, and 
book reviews. It is edited by Captain Joseph L. Schwartz, of 
the U.S. Navy. Subscriptions ($5.35 a year) should be sent to 
the Superintendent of Documents, U.S. Government Printing 
Office, Washington 25, D.C. 


Cameron Prize 

Professor R. A. Petéts, F.R.S., has been awarded the Cameron 
Prize by Edinburgh University in recognition of his discovery 
of BAL and its application in practica] therapeutics, 


WHO Regional Committee for Europe 
The World Health Organization has postponed the meeting 
of this committee which was to have taken place on March 6. 


+ 


Rheumatology Prize 

An international competition is to be held under the patronage 
of the Italian Society of Rheumatology for a prize of 1,000,000 
lire. Competitors are asked to submit an original unpublished 
article on the physiopathology, clinical history, and therapy of 
rheumatic and arthritic diseases. The competition, which 


. closes on December 31, is open both to Italians and foreigners, 


and articles may be written in English. Information may be 
obtained from Azienda Autonoma di Cura Acqui. Piemonte. 
Italy. 


Wills 

Dr. Charles Oliver Hawthorne, of Hove, a former vice- 
president of the British Medical Association, left £54,875. He . 
bequeathed £1,000 to the University of Glasgow upon trust for 
a prize in medical ophthalmology and a further £10,000 (pay- 
able on the death of the residuary legatees) for general pur- 
poses ; £2,000 to the B.M.A. upon trust for the foundation of 
an annual prize to be called the “Charles Oliver Hawthorne 
Clinical Prize,” to be awarded to the author of the essay recog- 
nized by the examiners in the Sir Charles Hastings Prize 
Competition as ranking next in excellence to the best essay. 
Colonel Sir Richard Arthur Needham, formerly Deputy 
Director-General of the Indian Medical Service, left £77,559. 
He bequeathed £1,000 to Victoria University, Manchester, for 
a library at Needham Hall and the purchase of books; and 
three-quarters of the residue of his estate to the University ; 
one-quarter to found a “John Stopford Fellowship” for 
research work in applied anatomy, and two-quarters to found 
scholarships or bursaries for students of Needham Hall. 
Dr. Theodore Stacey Wilson, formerly senior consulting 
physician of the United Birmingham Hospitals, left £122,097. 
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COMING EVENTS 


British Medical Students Association 

The following arrangements have been made for the week 
February 27 to March 4. Aberdeen.—February 28: Lecture by 
Dr. Mary Esslemont. Belfast-—March 3: Lecture by Mr. 
G. B. Hanna, K.C., on “ Medico-legal Aspect of Medicine.” 
Cardiff—March 2: B.M.A. Lecture by Professor J. C. Spence 


; 


on “The Instruments of Clinical Teaching.” Durham.— 
March 3: Lecture by Professor Hume on “The Making of 
a Doctor.” Manchester—February 28: Lecture by Mr. 


Dickson Wright. Royal Free Hospital, London.—March 2: 
Film show. St. Andrews——March 3: Lecture by Dr. R. S. 
Patton. 


South Wales Medical Ex-Service Association 

The annual reunion dinner of the South Wales Medical 
Ex-Service Association will be held at Park Hotel, Cardiff, on 
Saturday, March 4, at 7 for 7.45 p.m., with Colonel R. E. Bowen 
Rees in the chair. Tickets, 12s. 6d. each, may be obtained 
from the honorary secretary, Mr. C. W. D. Lewis, F.R.CS.. 
Surgical Unit, Royal Infirmary, Cardiff. 


Public Health Lectures 

A series of popular lectures on subjects relating to the public 
health will be delivered at the Royal Institute of Public Health 
and Hygiene, 28, Portland Place, London, W., on Wednesdays. 
March 15, 22, and 29, and April 12, 19, and 26, at 3.30 p.m. 
Details will be published in the diary column of the Journal 
week by week. 


Gastroenterology ° 

The Second European Congress of the Spanish National 
Association of Gastroenterology will be held in Madrid on 
May 4-7. The general theme to be discussed is “ Diseases of 
the Biliary Tract, except Lithiasis and Cancer.” Those pro- 
posing to attend the congress should write before March 1 to 
the general secretary, Jorge Juan 41, Madrid. 


Minimal Tuberculous Lesions 

A meeting of the South-East Metropolitan Regional Tubercu- 
losis Society will be held at Guy’s Hospital, London Bridge. 
S.E., on Saturday, March 11, when Dr. E. R. Boland will deliver 
a lecture on “Minimal Tuberculous Lesions and _ their 
Treatment.” 


SOCIETIES AND LECTURES 


Saturday 
BriTISH ASSOCIATION OF ALLERGISTS.—At Royal eK | of Medicine, 
1, Wimpole Street, London, W., February 25, 11.30 a.m., annual 
ay meeting ; 12 noon, “ Papers and Personalities at the St. 
uis Conference of the American College of Allergy,” by Dr. 
Vera B. Walker; 2 p.m., “ The Scientific, Approach to Allergy,” 
by Professor R. 5. cDowall; 2.45 p.m., “ Urticaria—the Resent- 
ful Dermis,”’ by Dr. Brian Russell. 


Monday 

HUNTERIAN SocieTy.—At Mansion House, London, E.C., February 
27, 8.30 p.m., “John Hunter, the Man and his Message,” 
Hunterian Oration by Dr. Daniel T. Davies. 

Lonpon UNIversity.—At London School of Hygiene and Tropical 
Medicine, K 1 “Street, Gower Street, W.C., February 27, 
5.30 p.m. ynergism and Antagonism in Relation to Anti- 
bacterial Substomer™ by Professor J. W. Bigger (Dublin). 

LONDON UNIVERSITY.—At being ae "Coilege _, Eugenics Theatre), 
Gower Street, W.C., February 27 30 p.m., “* Statistical Problems 
Connected with Medical Diagnosis,” by Professor Jerzy Neyman 
(University of California). 

MEDICAL Society OF Lonpon, 11, Chandos Street, Cavendish Square, 


pane W.—February 27, 8.30 p.m., Surgical Aspects of 
we Second Lettsomian Lecture by Mr. A. Dickson 
righ 
Tuesday 
BaRROW AND Furness CLInicaL Society.—At North Lonsdale 


Hospital, February 28, 8 p.m., clinical meeting. 

CAMBRIDGE UNIVERSITY —At Physiological Laboratory, Cambridge, 
February 28, 5 p.m., “‘ The Sudden Change 4 ‘ee Induced in 
Muscle by Stimulation, ” by Professor A. ©. Hi F.R.S. 

INSTITUTE OF TOLOGY, 5, Lisle hy fio Square, 

5 om. “ Fungus Diseases of the 


London, W.C.—February 28, 
Skin,” by Dr. I. Muende. 
INSTITUTB 4 SocioLtocy.—At Royal Society, Burlington House, 
London, 
Theory ad Fact,” 


, February 28, 5. 


30 p.m., “ Antagonism to Strangers: 
by Professor Wi . 


J. Rose, Ph.D. 
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Paul's: Hospital, Endell Street, 


INSTITUTE OF UroLoGy.—At St. 
‘ Disturbances of Micturi- 


London, W.C., February 28, 5 p.m., 
tion,” by Mr. "H. Rees. 

RoyYAL COLLEGE OF SURGEONS OF 5 Lincoln’s Inn Fields, 
London, W.C.—February 28, 5 p “ Fractures of the Radius 
and Ulna,’’ Hun<erian atm by Wechucer E. M. Evans. 


Wednesday 
GLasGow UNIVERSITY: DEPARTMENT OF OPHTHALMOLOGY.—March 1}, 


8 p.m., “ Prognosis in Iridocyclitis,”” by Dr. D. istison. 
INSTITUTE OF PsycHIATRY, Maudsley Hospital, Denmark Hill, 
London, S.E—March 1, 4.30 p.m., lecture-demonstration for 


postgraduates by Dr. E. Stengel. 

INSTITUTE OF UroLoGy.—{1) At St. Peter’s Hospital, Henrietta Street. 
Covent Garden, London, W.C., March 1, 3.30 p.m., Ward Round 
by Mr. H. K. Vernon ; (2) At St. Paul's Hospital, Endell —< 
London, W.C., March i, 5 p.m., “ Hydronephrosis,” by Mr. H. P 
Winsbury-White. 

LoNDON UNIVERSITY, Senate House, Bloomsbury, London, W.C.— 
March 1, 5.15 p.m., “ Formen der Neueren Deutschen Erzdahl. 
kunst,”’ by Professor G. Miiller (Bonn). 


ae 

FacuLty OF HomoceopaTHy.—At me is Woon Homoeopathic 
Hospital, Great Ormond Street, London, W March 2, 5 p.m.. 
“ Rectal Surgery,’ by Mr. C. Naunton 4-2 

INSTITUTE OF DERMATOLOGY, 5, Lisle Street, Leicester Square. 
London, W.C.—March 2, 5 p.m., “ Exfoliative Dermatitis with 
Special Reference to BAL, ” by Dr. D. I. Williams. 

INSTITUTE OF UroLocy.—At St. Paul’s Hospital, Endell Street. 
London, W.C., March 2, 5 p.m., “ Diseases of the Female 
Urethra,” by Mr. H. G. Hanley. 

RoyAL Contece OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields. 
London, W.C.—March 2, 5 p.m., “ The Treatment of Malignani 
Disease of the Paranasal ee Otolaryngology Lecture by 
Professor B. Windeyer, with Mr. C. P. Wilson. 

St. GeorGe’s HospitaL MEDICAL ScHOOL, Hyde Park Corner, 
London, S.W.—March 2, 4.30 p.m., se Neurology,” lecture- 
demonstration by Dr. A. Feiling. 

University COoLiLeGe, Gower Street, London, W.C.—March 2. 
4.45 p.m., “ The Peptide Bond in Biochemistry,” by Dr. T. S. G 


Jones. 
Friday 
pe VaLe Hospital FOR Nervous Diseases, Maida Vale, London. 
W.—At Medical School, March 3, 5 p.m., Neurological Demonstra- 
tion by Dr. Douglas McAlpine. 

LonDON UNIveRsITy, Senate House, Bloomsbury, W.C.—March 3 
2. oe. “ Formen der Neueren Deutschen Erzahikunst,” by 
Professor G. Miiller (Bonn). 

RoyaL Mepicat Society, 7, Melbourne Place, Edinburgh.—March 3. 
8 p.m., “ Widespread Nerve Degeneration due to Abnormal Bone 


Growth—An_ Experimental Investigation,” by Sir Edward 
Mellanby, F.R.S. 
Saturday 
BriTISH ASSOCIATION OF PuHysIcAL MepicineE.—At St. Margaret's 


School for Cerebral Palsy, Coombe Road, Croydon, March 4 
= 30 a.m., “ The Treatment of Cerebral Palsy,” emonstration by 


Dr. J. H. Crosland. 
York Mepicat Soctiety.—At 17, Stonegate, York, March 4. 


8.30 p.m., “ Angina Pectoris,”’ by Dr.-C. W. Curtis-Bain. 








BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Armstrong.—On February 8, 1950, at 716, Musgrave Road, Durban. South 
Africa, to Yvonne, wife of Dr. T. G. Armstrong, a daughter—Juliet. 

— —— January 17, 1950, at Greenock, to the wife of Dr. John Fleming. 
a daughter. 

Griffiths.—On February 7, 1950, to Audrey (née Meigh), B.A., M.B., B.Chir.. 
D.C.H., wife of Dr. Alan L. Griffiths, a daughter. 

Oakley.—On December 29, 1949, at the Birmingham Maternity Hospital, 
Drs. Barbara and Dennis Oakley, a son. 

Van Essen.—On February 11, 1950, at Nuffield House, Guy’s Hospital. 
London, S.E., to Janet C. Van Essen, M.B., Ch.B. (née Trotter), and 
William M. Van Essen, F.R.C.S.Ed., of Faelands, 32, Oakhill Road. 
Beckenham, Kent, a sister for Christopher and Morna—Fiona. 


DEATHS 


Coldstream.—On February 13, 1950, at 87, Marlborough Mansions, Cannon 
Hill, Hampstead, London, N.W., George Probyn Coldstream, M.B., C.M 


aged 79 

Crawford.—On February 13, 1950, at Redthorpe, Kirkcaldy, Fife, Robert 
Crawford, M.B., Ch.B. 

Fairweather.—On ‘February 12, 1950, at ? Anne Cottage, West Malling 
Kent, Francis Harold Fairweather, O.B.E., M.D. 

Helme.—On February 15, 1950, Arthur Crofts de Beetham Helme, M.B., B.Ch.. 
D.T.M.&H. of Corner Cottage, Hook Heath, Woking, Surrey. 

Henderson.—On February 14, 1950, in London, Eleanor’ Maud Henderson 
—— D.P.H., of Burnside House, Fettercairn, 
age ‘ 

Jones.—On February 16, 1950, at the Royal Free Hospital, Thomas Rober: 
Lloyd Jones, M.R.C.S., L.R.C.P., Surgeon Captain, R.N., Ret. 

Lowry.—On February 13, 1950, at Pinewood, Bridge of Tilt, Blair 
Atholl, Perthshire, Robert Alexander Edwards Lowry, L.R.C.P.&S.Ed.. 
L.R.F.P.S.&L.M.Glas. 

Rodger.—On February 7, 1950, at Dundee Royal a the result of an 
accident, John Rodger, O.B.E.., M.C., M.B., Ch.B., D.T.M.&H., Colonel 
I.M.S., Ret., of “* Guynach,” Barry, Carnoustie, Angus, Scotland, aged 58 


to 


Kincardineshire. 
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Any Questions ? 








Correspondents should give their names and addresses (not for 
publication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 


Pink Disease 


Q.—What are the latest views on the aetiology, prognosis, 
and treatment of pink disease ? 

A.—lIn spite of recent observations on pink disease the ques- 
tion of its causation remains unsettled in the view of many 
physicians. Swiss workers led by Fanconi look upon this con- 
dition as a hypersensitive reaction on the part-of the nervous 
system to mercury or, more commonly, to the toxin of some 
infective agent. Some support for this hypothesis has been 
given by the work by Warkany and Hubbard in America. 
[hey found mercury in appreciable amounts in the urine of 
15 of 20 cases of pink disease, whereas in a larger control group 
its presence was exceptional and then only in small amounts. 
[hey suggest that individual idiosyncrasy to mercury may be 
the basis of pink disease. The facts presented seem indisput- 
able and indeed they have been confirmed by other workers, 
but this does not necessarily mean that there is a causal rela- 
tionship between exposure to mercury and pink disease. With 
its maximum incidence during the primary dentition pink 
disease may at its inception closely simulate a teething dis- 
order, and the misguided mother only too frequently administers 
one of the proprietary “ teething powders ” to her ailing infant. 
Thousands of children are given such powders at the slightest 
pretext, and as nearly all of them contain mercury the metal 
will, of course, be excreted in the urine. Historically this new 
concept is difficult to accept, for mercury in some form has for 
long been a popular therapeutic standby in children’s medicine, 
while pink disease was unknown until comparatively recent 
times. Its absence from the medical literature of thirty years ago, 
and in particular from the textbooks on children’s diseases, 
is most striking, and it seems hard to believe that a disorder 
which presents so distinctive an appearance in its florid form 
should have escaped the clinician’s notice. 

On the assumption that pink disease may be a form of 
metallic poisoning, treatment with BAL has been tried in a 
few cases. Dramatic results have been recorded in three children 
so treated in America. A trial of BAL in a large series of 
cases seems worth while, but its dosage must be adjusted care- 
fully, as toxic side-effects are liable to occur. Toxic symptoms 
include nausea, vomiting, headache, burning sensation in the 
extremities, lacrimation, salivation, and elevation of the blood 
pressure—indeed, many of the manifestations of pink disease 
itself. Used injudiciously, the last state of the patient may 
easily be worse than the first. Apart from the experimental 
use of BAL the treatment of pink disease remains symptomatic 
as before. The newer antibiotics, streptomycin, aureomycin, 
and chloramphenicol, may at times have a place in the treat- 
ment of secondary skin and respiratory tract infections if these 
do not respond to penicillin and the sulphonamides. In spite 
of recent advances, the prognosis should remain guarded, 
especially in children under the age of 2 years. In 1947 the 
death rate from pink disease in England and Wales rose sharply 
and was as high as a decade ago. Obviously there is no room 
for complacency here, and the results of the new work that is 
in progress at the moment will be awaited with interest. 


Acute Nephritis 


Q.—Will you please indicate the modern lines of treatment 
for acute nephritis ? 

A.—The present treatment of acute nephritis is based on the 
knowledge that during the early stage of oedema the kidney 
retains salt and water and haemodilution can be demonstrated. 
In cases with severe oliguria there is also nitrogen retention. 
It therefore seems rational to restrict the intake of salt, water, 


and protein during the early stage of hypertension and oedema. 
The long-established regime of giving one pint of sweetened 
orange juice per day and nothing else for the first few days 
is quite satisfactory, but there seems no harm in giving a few 
biscuits, some bread-and-butter, or other carbohydrate food 
in addition if the patient desires it. Such a regime can be 
continued for one or two weeks, and by that time diuresis with 
subsequent loss of oedema has usually occurred, and an ordinary 
light diet may then be given. 

The main complications are treated as follows: convulsions 
by sedatives and venesection ; acute heart failure by venesection 
and, if necessary, morphine; severe oliguria or anuria by a 
continuance of the ordinary regime of restriction of fluid intake 
and the avoidance of panic measures such as intravenous fluid 
intended to re-establish renal secretion, for the blood is 
already dilute and further dilution is harmful and ineffective. 
It may further be noted that more than 80% of cases of acute 
nephritis make a complete recovery, and when they have done 
so their diet and activity should not be restricted in any way. 


Thrombo-angiitis Obliterans 


Q.—What is the latest treatment—surgical and medical—for 
thrombo-angiitis obliterans? Is vitamin E of any value? 


A.—AIll cases of thrombo-angiitis obliterans should abstain 
completely from the use of tobacco and should avoid any 
trauma to the extremities. The disease is essentially episodic, 
and patients should be kept in bed in a warmed room at the 
time of exacerbation. Of the many vasodilating drugs advo- 
cated, nicotinic acid (50-100 mg. t.d.s.), and more recently 
“priscol” (2-benzyl-4: 5-imidazoline hydrochloride) 10-50 
mg., are commonly used, and may help over an acute episode ; 
administration should be continued until there is remission. 
Fever therapy by 8-12 alternate daily injections of typhoid 
vaccine is sometimes helpful, and recently histamine in a 
retarding menstruum has produced improvement in a few cases. 
Analgesics should be used liberally for pain. Alcohol is both 
an analgesic and a vasodilator. Vitamin E is perhaps worth a 
trial, but there is much evidence that a-tocopherol does not 
justify the extravagant claims made for it. Anticoagulants 
should be used at ‘the time of an acute arterial obstruction, 
but are of little value at other stages of the disease. 

The surgical treatment for thrombo-angiitis obliterans is 
many-sided and must always be related to the different factors 
in individual cases. The following are the general considera- 
tions governing surgery in these cases. The arterial circulation 
is increased to its maximum and pain is relieved by lumbar 
sympathectomy. The venous drainage is slowed down by inter- 
mittent venous occlusion by a blood pressure cuff or mechanical 
apparatus.: The blood volume is raised by intravenous plasma 
or hypertonic salt. Intravenous perfusions of vasodilators, 
such as procaine, 4 mg. per kg. body weight, ether 10 ml., 
or spirit. vini rect. 55 ml., to the vacoliter, are useful in the 
relief of pain and help to secure a line of demarcation if 
gangrene is present. Cutaneous nervés may also be divided in 
some cases to relieve the insufferable pain of ischaemic ulcers. 


Ovulation after Pregnancy 

Q.—How much is known about the resumption of ovulation 
following normal childbirth? Is it true that the inhibition of 
menstruation by lactation also implies inhibition of ovulation, 
so that the resumption of ovulation is always followed in two 
weeks by a menstrual period? Is there any truth in the sug- 
gestion that multiple ovulation occurs due to the simultaneous 
maturation of several follicles which have been inhibited during 
pregnancy ? 

A.—This problem has not yet been completely worked out. 
but A. Sharman in a preliminary note presented at a recent 
conference on infertility and reported in the Journal of October 
8, 1949 (p. 809), mentioned that a large-scale investigation is 
now in progress. The results of previous work so far reported 
go to show that when menstruation is resumed after pregnancy 
it is often anovular in type during the first few months. 
Occasionally, but much less frequently, ovulation without 
menstruation takes place during lactational amenorrhoea. This 
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is apart from those cases in which a failure to menstruate is 
explained by the ovum being fertilized. When ovulation 
returns there is no evidence that the ovary ordinarily “ makes 
up. for lost time” by ripening several follicles simultaneously. 
Sometimes, however, in cases of functional epimenorrhagia 
following pregnancy more than one follicle may ripen at a time, 
but this is a separate issue. 


Amphetamine and Benedict’s Solution 


Q.—Have' amphetamine or dextro-amphetamine any effect 
on the urinary reaction with Benedict's solution? In a case 
/ saw recently a diabetic patient who was being treated with 
dextro-amphetamine found a brick-red reaction a few days 
later on testing his urine with Benedict's solution. 


A.—Amphetamine and dextro-amphetamine dissolved in 
urine certainly give rise to curious colour reactions both with 
Benedict’s and Fehling’s solution which in certain lights are 
turned a reddish-brown colour, which is a little similar to that 
of a strong sugar reaction. When the test-tube is held up to 
daylight, however, the solution is found to be quite clear and 
without a precipitate. If a patient is given 10 mg. of 
amphetamine and the urine is then tested at intervals, it is 
found that a faint greenish clear reaction is produced with 
Benedict’s solution which by an inexperienced observer might 
be confused with a sugar reaction, This reaction might be 
more marked if the drug has been given in larger quantities 
for a longer time. It is not likely that an experienced observer 
testing urine for sugar would have much difficulty in distin- 
guishing glycosuria from this pseudo-reaction. 
of course, give these colour changes, particularly salicylates. 
It is possible, however, that a diabetic patient might develop 
a severe hyperglycaemia and glycosuria following dosage with 
dextro-amphetamine, for, like all sympathomimetic drugs, it 
may have a considerable effect in raising the blood sugar, 
probably by mobilizing the liver and muscle glycogen. 

\ 


Receivers under the Lunacy Act 


Q.—I have a patient who is a voluntary inmate of a private 
‘mental home. If a receiver is appointed to act for her, has 
my patient as a consequence to be certified as insane? 


A.—No, there is no need to have her certified on these 
grounds. Although the appointment of a receiver is required 
more commonly in cases of persons certified as of unsound 
mind, provision is made under the Lunacy Act, 1890, section 
116 (d), whereby a judge in lunacy may appoint a receiver to 
administer the estate of a person of unsound mind whether or 
not he has been so found by inquisition ; the test is whether 
“it is proved to the satisfaction of the judge in lunacy that 
such person is through mental infirmity arising from disease 

. incapable of managing his affairs.”. If the nature of 
the case so requires, a receiver may be appointed with only 
limited powers. The Lunacy Act, 1908, section 1, provides that 
a judge or master in lunacy may authorize a receiver “to do 
any specific act or exercise any specified power or to exercise 
a general authority until further order and without further 
application to a judge or master in lunacy.” 

The procedure in such a case is for a statement of the facts 
of the case to be submitted to a master in lunacy, giving 
reasons why the patient cannot manage his or her affairs, 
accompanied by one medical certificate. (Two certificates are 
needed in Scotland, in which the reasons need not be stated, 
but the doctors must testify on “soul and conscience” that 
they believe the appointment of a receiver is necessary; the 
matter is then dealt with by a sheriff court if the estate income 
does not exceed £100, otherwise the application must be sent 
to the court of session.) 

Under the National Insurance (Claims and Payments) Regu- 
lations, 1948, part V, section 17 (i), the Minister of National 
Insurance may, upon “ written application being made to him,” 
appoint someone to act for a beneficiary who is himself “ unable 
for the time being to act,” whether or not he has been certified 
as of unsound mind. There is a similar provision made under 
the National Assistance (Administration of Assistance) Regula- 


Many drugs, - 


tions Confirmation Instrument, 1948, as regards power of the 
Minister to pay national assistance benefits to someone on 
behalf of a person entitled to such benefits but unable to make 
personal application for them. 


C.S.F. Changes in Influenza and Poliomyelitis 


Q.—/ should be interested to know whether the changes in © 
the cerebrospinal fluid in a moderately severe case of influénza 
would approximate to the findings in an abortive case of @ 


anterior poliomyelitis without sequelae. 
A.—So far as the writer is aware, the findings in the cerebro- 


spinal fluid from a moderately severe case of influenza are not © 
It is also not unusual for the cerebrospinal fluid ~ 


abnormal. 
to be normal in abortive cases of anterior poliomyelitis. 


Hepatitis due to Sulphonamides 


Q.—iIn the answer to the question on sulphonamide sensi- ~ 


tivity (August 27, 1949, p. 495) the writer implies that he has 


heard of similar cases of liver dysfunction following sulphon- © 


amide therapy. May I have some references on this subject ? 


A.—Two kinds of hepatitis have been attributed to the - 


sulphonamides. The first is thought to be due to a direct toxic 
action on the liver cells; the second, like the jaundice which 
may accompany the “erythema of the ninth day” after 
neoarsphenamine, is believed to be an instance of drug allergy 
Details of the condition may be found in the following papers : 
Kuzma and Polley, Amer. J. med. Sci., 1947, 214, 651; Herbut 
and Scaricaciottoli, Arch. Path., 1945, 40, 94; Longscope 
Medicine, Baltimore, 1943, 22, 251; Menten and Andersch 
Ann. intern. Med., 1943, 19, 609; Simon, Amer. J. med. Sci. 
1943, 205, 439; Berger and Applebaum, J. Lab. clin. Med. 
1941, 26, 785; Spring and Bernstein, Ann. intern. Med., 1940 
14, 153; Brown et al., J. Amer. med. Ass., 1940, 114, 1605 : 
Fitzgibbon and Silver, Calif. West. Med., 1939, 50, 123: 
Saphirstein, Urol. cutan. Rev., 1938, 42, 101; Bannick et al. 
J. Amer. med. Ass., 1938, 111, 770; Garvin, ibid., 2283 ; Cline 
ibid., 2384. 


NOTES AND COMMENTS 


Clonorchiasis.—Professor José G. BASNUEVOo (Cuba) writes: With 
reference to the treatment of clonorchiasis (“ Any Questions ?’ 
October 29, 1949, p. 1000), in my view chloroquine is the drug of 
choice. In five cases, which I personally treated, two cases appear to 
be completely cured, because after treatment eggs of Clonorchis 
sinensis disappeared from faeces and bile in repeated examinations. 
The other three cases did not respond to the treatment but the eggs 
diminished noticeably in bile and faeces. Emetine has no 
action on clonorchiasis. 


Urinary Incontinence.—Dr. Bruce MaAtaHer (London, W.11) 
writes: I noticed a question about methods of dealing with nocturna) 
incontinence of urine (“‘ Any Questions ? ’’ February 4, p. 318). ] 
suggest a rubber sponge bag tied around the penis. I have been 
told it works very well, at least by day. But it may perhaps be less 
successful when the patient is lying in bed. However, I think it 
would still save a lot of bed-wetting. 


Synthetic Bone Models.—The real os innominatum is on the left 
and the plastic counterpart on the right. ; 
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